CENTRAL  APPOINTMENT  SYSTEM  (CAS)  REVISTED. (U) 
OCT  77  D F ALEXANDER 


UNCLASSIFIED  HCSD-77-004  NL 


ADA052818 


CENTRAL  APPOINTMENT  SYSTEM  (CAS)  REVISITED 


Mr.  David  F.  Alexander,  MS,  MA,  DAC 

Health  Care  Studies  Dl^slon 

Acadeaqr  of  Health  Sciences,  United  States  Army 

Fort  Sam  Houston,  Texas  78234 


October  1977 
Final  Report . 


Prepared  for: 


I 


N'OTICr 

I rile  finding's  in  tliis  rfepdr'-.  nre 

not  to  b€’  conn  trued  an  an  official 
Do(;;.''-tjTicnC  of  the  Army  pot:  it  ion 

I unions  so  desiRnated  by  other 

I authorized  documents. 


I 


- (•*: 


REPORT  DOCUMENTATION  PAGE 


READ  INSTRUCTIONS 
BEFORE  COMPLETING  FORM 


1.  REPORT  NUMBEW 

HCSD-77-ijig^ 


«-  TITI  P 

Central^Appolntment ^ystem  ^CAS)  .Revisited  •I 


2.  GOVT  ACCESSION  NO. 


3.  RECIPIENT'S  CATALOG  NUMBER 


5.  type  of  R£P0RT  S PERIOD  COVEREf 

Final  / 

May  Mf.'W'Octakms  ]g77, 


9.  PERFORMING  ORGANIZATION  NAME  AND  ADDRESS 

iHealth  Care  Studies  Division  (HSA-CHC) 
lAcademy  of  Health  Sciences,  US  Army 
Fort  Sam  Houston,  Texas  78234 


10.  PROGRAM  ELEMENT.  PROJECT,  TASK 
AREA  a WORK  UNIT  NUMBERS 


II.  CONTROLLING  OFFICE  NAME  AND  ADDRESS 

iCommander,  US  Anny  Health  Services  Command 
UTTN;  HSPA 

Fort  Sam  Houston,  Texas  78234 


12.  REPORT  DATE 


OcteMmr-d»»77  / 
T?njflBBl^w^5J5«s 


95 


14.  monitoring  agency  name  a AOORESSftf  dUforwiI  Iroat  Contrellina  OlUea) 


IS.  SECURITY  CLASS,  (of  Mm  rmport) 


Unclassified 


ISa.  declassification/oowncrading 

SCHEDULE 


16.  DISTRIBUTION  STATEMENT  fit  Mm  Rmport) 


Unlimited  distribution 


17.  DISTRIBUTION  STATEMENT  (o/  ttm  aSalract  mnimrmd  In  Block  30,  II  ditimrmni  Item  Rmport) 


IS.  SUPPLEMENTARY  NOTES 


19.  KEY  WORDS  (Ccotlnum  on  rmtmrmm  midm  It  nmcmmmmty  and  Idmntity  by  block  number) 

Active  Army,  Medical,  Evaluation,  Scheduling,  Decision  Making,  Organizations, 
Appointments,  Clinics,  Net  Assessment. 


ABSTRACT  fCtoCkua  at*  taaaraa  rNM  H nacaaaaiy  aad  Idmntlly  by  aiocA  maaSaO 

The  purposes  of  this  study  were:  (1)  to  identify  the  clinics  srLthln  HSC  MEDCEN/ 
MEDDAC  that  are  using  CAS,  (2)  Identify  the  individual  MTF  criteria  used  to 
exclude  clinics  from  participation,  (3)  to  effect  a description  of  the  operation- 
al characteristics  of  existing  CAS,  and  (4)  to  establish  if  there  is  a demon- 
strable difference  evident  in  workload  of  like  clinics  of  different  MTF  as  a 
result  of  CAS  utilization. 


DO 


FI 

I JAM  79 


1473  CDtTIOM  OF  I MoV  m IS  OBBOLETE 


UNCLASSIFIED 


SECURITY  CLASnFICATtOP  OF  THIS  PAGE  fWWaii  Date  Bar 


V 


CENTRAL  APPOINTMENT  SYSTEM  (CAS)  REVISITED 
SUMMARY 

Ambulatory  Care  staff  officers  In  the  Ambulatory  Care  Division,  Health 
Services  Command  (HSC),  and  the  Surgeon  General,  Department  of  the  kcmy 
(HQ  DA)  are  Interested  In  the  validity  of  concept  and  status  of  the 
Central  Appointment  System  (CAS)  within  selected  medical  treatment  facil- 
ities (MTF)  of  the  Army  Medical  Department  (AMEDD).  On  the  basis  of  find- 
ings of  the  HSC  Inspector  General,  as  well  as  comments  reflected  by  the  US 
Army  Audit  Agency  (USAAA),  it  is  apparent  that  all  HSC  MTF  have  not  fully 
Implemented  the  CAS.  The  purpose  of  the  study  was  to  reexamine  the  validity 
of  the  CAS  within  selected  MTF  of  HSC.  Data  collection  was  obtained  by 
multi-component  surveys  mailed  to  all  HSC  MEDCEN/MEDDAC,  and  a visit  by  the 
HCSD  project  officer  to  three  Kalser-Permenente  Medical  Centers  in  California. 
Data  was  transferred  to  punch  cards  by  Systems  Division,  HCSSE,  DMIS,  HSC. 
Printouts  were  forwarded  to  HCSD  for  analysis.  It  was  concluded  that:  (1) 
There  some  form  of  CAS  being  utilized  In  all  reporting  MTF;  (2)  A con- 
flict exists  between  the  commanders  exclusion  criteria  and  the  applicable 
directives  used  to  exclude  clinics  from  participation  Ir  the  CAS^/idilch  can 
be  reconciled  by  rewriting  APC  Model  #1,  and  applicable  regulations  to  read 
similar  to  AFM  168-4;  (3)  A description  of  the  operational  characteristics 

of  existing  CAS  was  only  partially  compiled;  (4)  Interrelationships  that 
exist  between  CAS  and  selected  clinics  have  been  determined  for  each  size 
MTF;  (5)  AMEDD  guidance  and  directives  do  not  address  the  Interrelationships 
that  should  exist  between  the  CAS  and  clinics  and  the  CAS  and  the  medical 

records  activity;  and  (6)  The  results  of  returned  questionnaires  could 
not  establish  a demonstrable  difference  in  workload  as  a result  of  CAS  utili- 
zation due  to  Inadequate  data  for  analysis. 
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CENTRAL  APPOINTMENT  SYSTEM  (CAS)  REVISITED 

1.  INTRODUCTION. 


a.  Purpose.  The  purpose  of  this  study  was  to  reexamine  the  validity 
of  the  CAS  within  selected  medical  treatment  facilities  (MTF)  of  the  US 
Army  Health  Service  Command  (HSC) . 

b.  Background.  Paragraph  6a,  HSC  Regulation  40-5,  dated  26  July  1974, 
requires  each  MTF  to  Implement  the  provision  of  HSC  Ambulatory  Patient  Care 
(APC)  models  In  accordance  with  the  timetable  prescribed  by  the  A(PC  Program, 
document.  APC  Model  //I,  dated  July  1974,  provides  guidance  to  MI^  Commanders 
In  the  planning,  operating,  and  evaluation  of  Central  Appointment  Systems 
(CAS)  for  ambulatory  patients.  Section  8,  of  the  FY  76  APC  Program  document, 
dated  July  1975,  Indicates  that  all  MTF  clinics  (except  those  exempted  by 
HSC)  were  to  be  Incorporated  within  an  operational  CAS  not  later  than  the 
target  date  of  November  1975.  On  the  basis  of  findings  by  the  HSC  Inspector 
General,  as  well  as  comments  reflected  by  the  US  Army  Audit  Agency,  It  Is 
apparent  that  all  HSC  MTF  have  not  fully  Implemented  the  CAS. 

2.  OBJECTIVES. 

The  objectives  of  this  study  were: 

a.  To  Identify  the  HSC  MEDCEN/MEDDAC  where  the  CAS  was  (and  was  not) 
currently  being  utilized. 

b.  To  Identify  the  clinics  within  HSC  MEDCEN/MEDDAC  that  were  using 
the  CAS . 

c.  To  Identify  the  Individual  MTF  criteria  which  were  used  to  exclude 
clinics  from  participating  In  the  CAS. 

d.  To  effect  a description  of  the  operational  characteristics  of  exist- 
ing CAS. 

e.  To  describe  the  Interrelationships  which  existed  between  the  CAS 
and  selected  outpatient  clinics  and  between  the  CAS  and  the  medical  records 
activity. 

: 

f.  To  establish  whether  or  not  there  was  a demonstrable  difference 
evident  In  workload  of  like  clinics  of  different  MTF  as  a result  of  CAS 
utilization. 

3.  METHODOLOGY. 

a.  Overview.  Due  to  time  constraints  Imposed  upovi  the  completion  of 
this  study,  the  data  requirements  were  obtained  via  a multi-component  survey 
mailed  to  each  HSC  MEDCEN/MEDDAC.  Data  were  transferred  to  punch  cards  by 
Systems  Division,  HCSSE,  DMIS,  HSC.  Printouts  were  then  forwarded  to  HCSD 
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for  analysis.  Limited  telephonic  interviews  of  other  military  services 
were  done.  On-site  visits  to  Kaiser-Permanente  Medical  Centers  were  made 
for  collection  of  data. 

b . Procedure . 

(1)  A letter  from  HSC  (HSPA-A),  subject;  Central  Appointment  System 
(CAS)  Revisited  Study,  dated  21  July  1977  (Appendix  A),  was  mailed  to  all 
HSC  MEDCEN/MEDDAC  Commanders  (TABLE  1)  indicating  a packet  of  survey  ques- 
tionnaires was  being  mailed  to  them  by  AHS,  and  stressing  the  command  in- 
terest of  HSC  in  this  study.  MEDCEN/MEDDAC  in  Table  1 are  divided  into 
categories  used  by  HSC  for  reporting  purposes. 

(2)  A letter  from  AHS  (HSA-CHC),  subject;  Central  Appointment  System 
(CAS)  Revisited  Study,  dated  21  July  1977  (Appendix  B),  with  packet  of  survey 
questions  (Appendix  C thru  F)  attached,  was  mailed  to  each  HSC  MEDCEN/MEDDAC 
commander  (TABLE  1).  Appendix  C is  a Commander  Questionnaire;  Appendix  D is 

a Chief,  Patient  Administration  Division  Questionnaire;  Appendix  E is  a Chief, 
Administrative  Support  Branch  Questionnaire;  and  Appendix  F is  a Clinic  Chief 
Questionnaire.  "Tie  clinic  chief  questionnaire  was  sent  in  six  copies  — one 
for  each  of  the  following  clinics;  General  Outpatient  Clinic  or  Acute  Minor 
Illness  Clinic;  Internal  Medicine  Clinic;  General  Surgery  Clinic;  Pediatrics 
Clinic;  Obstetrics/Gynecology  Clinic;  Ears,  Nose,  and  Throat  Clinic.  Each 
questionnaire  had  a cover  letter  of  instructions  for  completion  of  the 
survey  with  it. 

(3)  Each  questionnaire  was  a multi-component  survey  using  data  from 
the  month  of  June  1977.  Each  questionnaire,  upon  completion,  was  to  be 
returned  to  the  HCSD  project  officer. 

(4)  Computer  processing  of  the  data  was  accomplished  at  HSC,  DMIS. 

c.  Data  Analysis.  For  the  purpose  of  data  consolidation  and  computer 
listings  the  CDC  6300  computer  at  Fort  Leavenworth,  Kansas,  was  used  to 
run  programs  from  the  Statistical  Package  of  the  Social  Sciences.  Keypunch- 
ing support  was  provided  by  the  Health  Care  Support  Element  (HCSSE) , HSC, 
for  the  cards  that  were  necessary.  Programmings  were  performed  by  individ- 
uals within  the  study  agency. 

(1)  Descriptive  analysis  of  reported  data  from  MEDCEN/MEDDAC  commanders 
was  compiled  from  questionnaires  at  APPENDIX  C. 

(2)  Descriptive  analysis  of  reported  data  from  chiefs,  patient  adminis- 
tration division,  and  chiefs,  administrative  support  branch  was  compiled  from 
questionnaires  at  APPENDIX  D and  E. 

(3)  Descriptive  analysis  of  reported  data  from  MEDCEN/MEDDAC  clinic 
chiefs  was  compiled  from  questionnaires  at  APPENDIX  F. 
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(4)  The  method  used  to  address  objective  2f  was  a stepwise  multiple 
linear  regression  analysis.  The  0.03  level  of  statistical  significance  was 
employed  to  determine  If  the  utilization  of  the  CAS  In  the  selected  clinics 
affected  their  productivity. 


FINDINGS. 

a.  Of  the  thirty-eight  commanders  questionnaires,  thirty- five  re- 
sponded (92%) . 

b.  The  results  of  the  thirty-five  returned  commanders  questionnaires 
showed  each  were  utilizing  some  form  of  CAS. 

c.  Of  the  two-hundred  twenty-eight  clinic  questionnaires,  one  hundred 
seventy-six  responded  (77%) . 

d.  The  number  of  clinics  within  HSC  MEDCEN/MEDDAC  that  were  using  CAS 
reported  by  thirty-five  commander  respondents  are  shown  in  TABLE  2. 

e.  The  results  of  the  thirty-five  returned  commanders  questionnaires 
listing  criteria  to  exclude  clinics  from  participating  in  the  CAS  are  shown 
in  TABLE  3. 


f.  A conflict  existed  between  the  results  of  the  returned  question^ 
nalres  and  applicable  directives,  such  as  APC  Model  //I  (Appendix  G) . 

g.  Of  the  thirty-eight  chiefs,  patient  administration  division  question- 
naires, thirty-five  responded  (92%). 

h.  Of  the  thirty-eight  chiefs,  administrative  support  branch  question- 
naires, thirty-five  responded  (92%). 

1.  Findings  of  the  operational  characteristics  of  CAS  are  shown  in 
TABLE  4. 


j.  Findings  of  the  interrelationships  which  exist  between  the  CAS  and 
selected  clinics  and  between  the  CAS  and  the  medical  records  activity  are 
shown  in  TABLE  5. 

k.  The  results  of  the  returned  questionnaires  could  not  establish 
whether  or  not  there  was  a demonstrable  difference  evident  in  workload  of 
like  clinics  of  different  MTF  as  a result  of  CAS  utilization. 

5.  DISCUSSION. 

a.  The  findings  that  all  reporting  MEDCEN/MEDDAC  were  in  compliance 
to  the  requirement  to  have  a CAS  indicated  acceptance  of  this  concept.  In 
the  opinion  question  only  one  commander  expressed  himself  as  opposed  to  the 
practice. 
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While  all  were  in  compliance  to  having  a CAS,  extent  of  application 
varied . 


b.  An  analysis  of  the  Chiefs,  PAD  questionnaires  showed  that  five  MTF 
have  all  clinics  on  CAS. 

c.  Of  the  selected  clinics  surveyed,  the  majority  were  using  the  CAS, 
except  the  Outpatient  Clinics  in  the  large  MEDDAC  and  medium  MEDDAC. 

d.  The  findings  of  the  commanders  questionnaires  showed  a wide  variation 
of  reasons  used  to  exclude  clinics.  Many  more  reasons  were  being  used  for 
exclusion  than  were  authorized  by  paragraph  5b  and  5c,  APC  Model  #1 
(APPENDIX  G). 

e.  There  were  no  reasons  found  in  current  literature  for  exclusion  of 
clinics  from  CAS.  At  Kaiser  Medical  Centers,  physical  examinations  were 
successfully  scheduled  by  the  CAS.  Literature  showed  where  all  clinics  can 
be  successfully  scheduled  by  CAS. 

f.  In  a briefing  given  by  COL  Powers  (APPENDIX  H),  it  was  pointed  out 
that  APC  Model  //I  (APPENDIX  G)  needed  to  be  rewritten. 

g.  The  Air  Force  allows  the  commander  flexibility  to  determine  his 
own  criteria  to  exclude  clinics  from  participating  in  the  CAS.  Air  Force 
Manual  168-4,  as  changed,  reads,  "Outpatient  treatment  may  best  be  reg- 
ulated by  a combination  of  systems  providing  maximum  patient  accessibil- 
ity to  the  levels  of  care  matching  the  patient's  needs.  Users  of  central 
appointment  systems  have  the  responsibility  of  seeing  that  expeditious  re- 
ferral from  clinic  to  clinic  is  discharged  as  a responsibility  of  the  treat- 
ment facility.  Depending  on  the  size  and  local  circumstances,  drop-in 
clinics,  block  appointments,  scheduled  "sick  call",  and  individual  appoint- 
ments, either  on  a central  or  individual  clinic  basis,  may  be  used  in  any 
combination  required  to  expedite  patient  management  and  care."  In  another 
area  AFM  168-4  reads,  "The  service  may  be  provided  at  a specific  time  or  on 
an  appointment  system  according  to  local  policy."  The  Air  Force  commander 
can  identify  the  individual  MTF  criteria  used  to  exclude  clinics  from  CAS. 

h.  The  findings  of  the  operational  characteristics  of  the  CAS  in  TABLE 
4 show  there  were  wide  variation  between  the  elements  from  the  MEDCEN  and 
different  size  MEDDAC.  This  study  was  not  able  to  determine  from  available 
data  what  a normal  or  standard  characteristic  would  be  for  a given  size 
facility  due  to  time  restraints  of  the  study. 

1.  The  findings  of  the  interrelationships  which  exist  between  the  CAS 
and  selected  outpatient  clinics  and  between  the  CAS  and  the  medical  records 
activity  in  TABLE  5 show  there  was  a wide  variation  between  the  elements 
from  the  MEDCEN  and  different  size  MEDDAC. 
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j.  Literature  addresses  the  interrelationships  that  exist  between 
the  CAS  and  medical  records  activity  in  several  publications.  Current 
AMEDD  guidance  and  directives  do  not  address  these  relationships.  There- 
fore«  management  indicators  necessary  to  monitor  these  ar^as  were  absent. 

k.  The  findings  that  this  study  could  not  establish  whether  or  not 
there  was  a demonstrable  difference  evident  in  the  workload  of  xlke  clinics 
of  different  MTF  as  a result  of  CAS  utilization  was  due  to  several  reasons. 

The  major  reason  for  not  being  able  to  establikh  a demonstrable  difference 
was  due  to  Incompleteness  of  data  from  returned  questionnaires.  More  complete 
data  would  have  allowed  further  analysis  to  have  been  performed. 

l.  Literature  shows  that  justification  for  CAS  can  not  be  predicated 
on  a reduction  in  cost  or  a demonstrable  difference  being  evident  in  work- 
load due  to  CAS  utilization.  The  concept  of  CAS  is  not  based  on  a work- 
load difference  as  a result  of  CAS. 

6.  CONCLUSIONS. 

a.  The  results  of  the  thirty-five  returned  commanders  questionnaires 
showed  each  MTF  was  utilizing  some  form  of  CAS. 

b.  The  proliferation  of  subspeciality  as  well  as  disease  or  problem 
specific  clinics  is  obvious  from  the  responses.  There  was  a total  of  72 
clinic  n2unes  reported.  There  was  a total  of  667  clinics  with  502  (75%)  under 
CAS  and  165  (25%)  outside  the  CAS.  From  all  MEDCEN/MEDDAC  only  5 clinics 
were,  when  listed,  always  under  CAS  (Orthopedics,  Dermatology,  Well  Baby, 
Gastroenterology,  and  Nutrition).  There  were  4 that  when  listed  were  con- 
sistently not  within  CAS  (Occupational  Therapy,  Dental,  Psychology,  and 
Social  Work).  Of  these  Occupational  Therapy  is  exempt  and  Dental  and 
Social  Work  are  eligible  for  exemption  from  CAS  according  to  HSC  AFC  Model 

n. 


c.  Commanders  responses  as  to  the  criteria  that  should  be  used  to 
exclude  clinics  showed  very  few  cons is fancies ; lack  of  knowledge  on  the 
part  of  CAS  to  properly  utilize  the  clinics,  consultative  in  nature,  and 
repeated  visits  were  the  most  common.  From  the  wide  range  of  clinics  that 
commanders  have  removed  from  CAS  it  is  obvious  that  they  do  not  feel  that 
they  can  operate  within  the  guidance  of  HSC  APC  Model  #1. 

d.  Operational  characteristics  of  CAS  were  so  variable  and  divergent 
that  no  common  model  could  be  developed.  If  complete  operational  character- 
istics of  all  MTF  CAS  are  needed,  it  would  require  a comprehensive  systems 
engineering  study. 

» \ ^ 

e.  The  results  of  the  returned  questionnaires  could  not  establish  a 
demonstrable  difference  in  workload  as  a result  of  CAS  utilization.  This 
can  not  be  taken  as  a negative  finding.  The  data  were  not  of  sufficient 
quantity  or  quality  to  assure  that  the  lack  of  statistical  difference  in 
the  clinics  workload  is  or  is  not  significant. 


7.  RECOMMENDATIONS. 


a.  MEDCEN/MEDDAC  commanders  have  almost  universally  been  unable  Co 
comply  with  current  directives  regarding  CAS.  Consideration  should  be 
given  to  delegating  to  them  the  authority  to  designate  which  clinics  in 
their  command  can  function  best  within  and  outside  of  CAS. 

b.  Since  operational  characteristics  of  CAS  were  so  variable  and 
divergent,  no  common  model  could  be  developed.  If  complete  operational 
characteristics  of  all  MTF  CAS  are  needed,  a comprehensive  engineering 
study  of  each  site  would  be  needed.  Such  an  expensive  effort  Is  not 
Indicated  and  Is  not  recommended. 

c.  The  review  of  literature  failed  to  show  any  data  that  Indicated 
CAS  made  clinics  more  productive.  A study  to  compare  workloads  would 
require  up  to  2 professional  man-years  to  complete.  It  is  doubtful  that 
the  multiple  variables  could  ever  be  controlled  or  compensated  for  to 

the  necessary  extent  to  make  such  a study  credible.  It  is  not  recommended. 
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TABLE  1 

BREAKDOWN  OF  HSC  TEST  SITES  USED  IN  THE 
CENTRAL  APPOINTMENT  SYSTEM  (CAS)  STUDY 


MEDCEN 

Brooke  Army  Medical  Center 
Fitzsimons  Army  Medical  Center 
Letterman  Army  Medical  Center 
Walter  Reed  Army  Medical  Center 
Beaumont  Army  Medical  Center 
Elsenhower  Army  Medical  Center 
Madigan  Army  Medical  Center 
Tripler  Army  Medical  Center 


LARGE  MEDDAC 

Ft  Bennlng  MEDDAC 
Ft  Bragg  MEDDAC 
Ft  Campbell  MEDDAC 
Ft  Dlx  MEDDAC 
Ft  Hood  MEDDAC 
Ft  Jackson  MEDDAC 
Ft  Knox  MEDDAC 
Ft  Leonard  Wood  MEDDAC 


MEDIUM  MEDDAC 

Ft  Belvoir  MEDDAC 
Ft  Carson  MEDDAC 
Ft  Ord  MEDDAC 
Ft  Polk  MEDDAC 
Ft  Riley  MEDDAC 
Ft  Sill  MEDDAC 


SMALL  MEDDAC 

Ft  McClellan  MEDDAC 
Ft  McPherson  MEDDAC 
Ft  Meade  MEDDAC 
Ft  Monmouth  MEDDAC 
Redstone  Arsenal  MEDDAC 
Ft  Rucker  MEDDAC 
Ft  Stewart  MEDDAC 
West  Point  MEDDAC 

12 


Aberdeen  FG  MEDDAC 
Alaska  MEDDAC 
Ft  Devens  MEDDAC 
Ft  Eustlc  MEDDAC 
Ft  Harrison  MEDDAC 
Ft  Huachuca  MEDDAC 
Ft  Leavenworth  MEDDAC 
Ft  Lee  MEDDAC 


TABLE  2 


UTILIZATION  OF  CAS  BY  CLINICS 


NAME  OF  CLINIC 


ON  CAS 


NOT  ON  CAS 


Allergy 

Internal  Medicine 
Gastroenterology 
Physical  Medicine 
Diet 

Dermatology 
Well  Baby 

Child  Health  Conference 
Pediatrics 

Oncology 

GI 

Hematology 

Rheum.ntology 

Gold  Clinic 

Nephlology 

Metabolic 

Thyroid 

Neurology 

Pulmonary 

Nutrition 

Physicals 

Counseling  Pediatrics 
AMIC 

Occupational  Health 
Speech 

General  Medicine 
Hypertension 
Radioisotope  Endo 
Renal 

Family  Practice 
EEG 

Medical  Specialty 
TB 

Diabetic 

Cardiology 

Occupational  Therapy 

Obstertrlcs 

Gynecology 

Urology 

ENT 

Head  & Neck 
Audiology 
Proctology 
General  Surgery 


11 

14 
6 
3 

19 
26 

20  V 
1 

27 

3 

3 

2 

3 

2 

2 

1 

3 

11 

6 

8 

13 

1 

5 

3 

1 

12 

2 

2 

1 

5 

1 

3 

3 
2 

4 

18 

29 

26 

18 

2 

15 
3 
1 


3 

4 

1 

1 


3 


4 

3 

2 

1 

3 

3 

7 

7 

2 

2 

1 

1 

9 

1 

4 
3 


5 

10 

6 
2 
1 
1 

3 
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UTILIZATION  OF  CAS  BY  CLINICS  (Continued) 


NAME  OF  CLINIC 

ON  CAS 

NOT  ON 

Minor  Surgery 

1 

1 

Vascular  (Peripheral) 

4 

Physical  Therapy 

6 

17 

Amputee 

1 . 

Orthopedic 

34  \ 

Podiatry 

20  ' 

2 

Hand 

1 

Joint 

1 

Scoliosis 

1 

Pediatric  Orthopedic 

2 

Ophth  Screening 

2 

Ophth  Routine 

24 

2 

Optometry 

28 

1 

Well  Women's 

2 

Family  Planning 

1 

1 

Pap  & Dysplosla 

5 

Plastic  Surgery 

4 

2 

Pre/Post  Op  Surgery 

2 

Colposcopy 

1 

Infertility 

1 

Neurosurgery 

1 

4 

Chest 

2 

1 

Otolaryngology 

6 

Restorative  Dentistry 

1 

Oral  Ifygiene 

1 

Outpatient  Clinic  & AIM 

9 

3 

Dental 

11 

Psychology 

12 

Social  Work 

13 

I 

i 


I 
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TABLE  3 

SUMMARY  OF  COMMANDERS  CRITERIA  FOR 
CLINIC  EXCLUSION  FROM  CAS 
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TABLE  3 

SUMMARY  OF  COMMANDERS  CRITERIA  FOR  CLINIC 
EXCLUSION  FROM  CAS 


Clinic  Time  Reported 


1. 

OB  - repeated  vlslts/waltlng  time 

6 

2. 

Psychiatry  - repeated  visits 

3 

- Consultative  in  nature 

3 

' . 3. 

General  Medicine  - repeated  visits 

2 

' 4. 

Radiology  - same  day  referral  and  repeat  visits 

3 

5. 

Social  Work  Svc  - consultative  in  nature 

3 

6. 

Physical  Medicine  - consultative  & repeat  visits 

1 

( 7. 

Physical  Therapy  - consultative  & repeat  visits 

4 

8. 

Occupational  Therapy  - consultative  & repeat  visits 

1 

9. 

Cardiology  - physical  limitations /location 

2 

• 10. 

Neurology  - physical  limitations/location 

4 

i 

Family  Practice  - 

1 

' 12. 

Oncology  - personal,  one-to-one 

Urology  - can’t  and  prefer  not  to 

2 

1 

1 

14. 

All  clinics  in  Class  I Hospitals  - too  busy 

1 

15. 

Internal  Medicine  - CAS  lacks  knowledge 

1 

16. 

Gynecology  - CAS  lack  knowledge/MD  shortage 

3 

17. 

Dystocia  - CAS  lacks  knowledge 

1 

18. 

General  Surgery  - CAS  lacks  knowledge 

2 

19. 

Dermatology  - less  frequently  a problem 

1 

20. 

Pediatrics  - due  to  workload 

5 

21. 

Nuclear  Medicine 

1 

22. 

VD  Clinic  - privacy 

1 

*CoBputerlzed  Printout,  handwritten  or  typed  list,  telephone. 


TABLE  5 


RANGE  07  INTERRELATIONSHIPS  BETWEEN  CAS  AND  MEDICAL 
RECORDS  ACTIVITY  AND  CAS  AND  SELECTED  CLINICS 
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XAiiCES  OP  IKTEK&ZlATXOiiSUlPS  BETWEEN  CAS  AND  MEDICAL  RECORDS  ACTIVIIY  AND  CAS  AND  SELECTED  CLINICS 


APPENDIX  A 

HSC  COMMAND  LETTER  TO  FIELD  ANNOUNCING  CENTRAL  APPOINTMENT 
SYSTEM  STUDY 
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DEPARTMENT  OF  THE  A^MY 

MCADQUARTCRS.  UNITEO  STATES  ARMY  HEALTH  SERVICES  COMMAHO 
FORT  SAM  HOUSTOH.  TEXAS  78234 


HSPA-A  2 1 JUL  1977 

t 

SUBJECT:  Central  Appointnient  System  (CAS)  Revisited  Study 


SEE  DISTRIBUTION 


K Reference  is  made  to  DA  letter,  DASG-HCC-C  (H)  (27  April  1977), 

4 May  1977,  subject:  Improvement  of  Ambulatory  Health  Care  (Incl). 

2.  The  Health  Care  Studies  Division  of  the  Acadefry  of  Health  Sciences, 
US  Anny  (AHS)  is  conducting  a stud(y  of  Central  Apoointment  System  (CAS) 
operations  at  HEDCEN/MEDDAC.  The  purpose  of  this  study  is  to  re- 
examine the  validity  of  the  CAS  concept. 

3.  A packet  of  survey  questionnaires  will  be  mailed  under  separate 
cover  by  AHS.  It  is  a matter  of  particular  interest  to  this  command 
that  these  questionnaires  be  disseminated  in  accordance  with  in- 
structions provided,  completed,  and  returned  to  AHS  not  later  than  the 
suspense  date  indicated. 

FO?  THE  COMMANDER: 


DISTRIBUTION: 


COR  HSC  HEDCEN/MEDDAC 

less:  CDK  USA  MEDOAC  CANAL  ZONE 

COR  USA  MEDOAC  CARLISLE  BARRACKS 
CDR  USA  MEDOAC  FT  SHERIDAN 
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IlUiV  ; 

COiMMAt^ER  CHIEF 

CoiDE^^Rj 

VS  ARMY  JAPAN 

eighth  us  army 

vs  ARMY  HEALTH  SERVICES  CO.'WAND 


COPIES  FURNISHED; 
CIKCPAC  SUPPORT  CROU® 
HQDA  (DACA-ZA) 

HQDA  (DACS-2A) 

KQDA  (DAIG-2A) 

HQDA  (DA>'0-ZA) 

HQDA  (DAj'E-zA) 
COMMAMDZRS 


US  ^ doctrine 

US  ARMY  FORCES  COMMAND 

US  ARMY  RESERVE  COMPONENTS  Pppcnvwr 
HQDA  .(UAAC-TCZ-b;  ‘^«eNTS  PERSONNEL  AM)  ADMIN  CENTER 


1 

i 


i 
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V ' * V 


DEPARTMENT  OF  THE  ARMY  HQDA  Ltr  40-77-A 

OFFICE  OF  THE  ADJUTANT  GENERAL.  ANO  THE  ADJUTANT  GENERAL  CENTER 

WASHINGTON.  D.C.  20314 


4 May  1977 


D-^SG-HCC-C  (M)  (27  Apr  77) 

Expires  4 May  1978 

SUBJECT:  In^rovaneot  of  Ambulatory  Health  Care 

SEE  DISTRIBUTION 


1»  References : 

a.  DA  PAM  570-557,  Staffing  Guide  for  US  Aray  Medical  Department 
Activities,  26  June  1974. 

b.  Letter,  DAAG-PAP-A(M)  (17  July  1974)  D.ASG-HC0-T,  1 August  1974, 
subject:  Improvement  of  Outpatient  Health  Care. 

2.  It  has  been  brought  to  the  attention  of  HQDA  that  significant  diffi- 
culties have  been  encountered  in  establishing  and  operating  Central 
Appointment  Systems  in  accordance  with  guidelines  in  reference  a as  di- 
rected in  reference  b, 

3.  Therefore,  effective  immediately  and  until  further  notice,  a morator- 
ium is  established  on  the  requirement  for  implementation  of  central 
appointment  systems  as  directed  in  reference  b.  Existing  central 
appointment  systems  will  be  continued;  however,  while  further  expansion 
is  authorized,  it  is  not  required  at  this  time. 


4.  Action  is  being  taken  to  validate  elements  of  the  Central  Appointment 
System  concept,  to  devise  methods  for  improving  its  operational  effec- 
tiveness ^ and  to  investigate  valid  concerns  on  the  part,  of  the.  u.qers  of 
this  system,  A conclusion  will  be  reached  not  later  than  1 December  1977 
and  appropriate  additional  guidance  will  be  published  at  that  time. 
Pending  publication  of  additional  guidance,'  commanders  are  expected  to 
continue  to  provide  maximum  patient  accessibility  to  appropriate  levels 
of  care  in  an  expeditious  manner. 


BY  OIIDSR  OF  niE  SIXriET.ARY  OF  THE  ARMY: 


COMMANDER  IN  CHIEF 

US  ARMY  EUROPE  AND  SEVENTH  ARMY 


CO>t>LANDERS 

US  ARJtY  JAPAN 
EIGHT!!  US  APJIY 

US  ARMY  HEALTH  SERVICES  COMMANTD 

COPIES  FURNISHED: 

CINCPAC  SUPPORT  GROUP 
HQDA  (DACA-ZA) 

HQDA  (DACS-ZA) 

HQDA  (DAIG-ZA) 

HQDA  (DAMO-ZA) 

HQDA  (DAPE-ZA) 

COMMANDERS 

US  ARMY  TRAINING  AND  DOCTRINE  COMMAND 
US  ARMY  FORCES  COMMAND 

US  ARMY  RESERVE  COMPONENTS  PERSONNEL  AND  ADMIN  CENTER 
HQDA  (DAAC-TCZ-B) 
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APPENDIX  B 


AHS  LETTER  OF  INSTRUCTIONS  FOR 
COMPLETION  OF  QUESTIONNAIRES 


DEPARTMENT  OF  THE  ARMY 
ACADEMY  OF  HEALTH  SCIENCES,  UNITED  STATES  ARMY 
FORT  SAM  HOUSTON.  TEXAS  78234 


HSA-CHC 


2 1 JUL  1977 


SUBJECT:  Centra^  Appolntoeat  System  (CAS)  Revisited  Study 


SEE  DISTRIBUTION 


1.  Refereace  letter,  HSFA-A,  US  An^y  Health  Services  Command,  subject: 
Central  Appointment  System  (CAS)  Revisited  Study,  dated  21  July  19177, 

2.  The  Health  Care  Studies  Division  of  the  Academy  of  Health  Sciences,  US 
Army,  as  directed  by  the  US  Am^  Health  Services  Command,  Is  conducting  a 
study  of  all  MEDCEN/MEDDAC  concerning  current  operations  of  Central  Appoint- 
ment Systems  (CAS).  The  puirpose  of  this  study  Is  to  reexamine  the  validity 
of  the  CAS  within  selected  medical  treatment  facilities  (MTF)  of  the  US 
Axs^  Health  Services  Command. 

3.  Four  different  survey  questionnaires  are  attached  in  sufficient  nuinber 
to  provide  dissemination  as  follows: 

a.  Commander 

b.  Chief,  Patient  Administrative  Division  (PAD) 

c.  Chief,  Administrative  Support  Branch  (or  Chief,  Clinical  Support 
Division) 

d.  Chief  of  the  following  clinics: 

(1)  General  Outpatient  Clinic  or  Acute  Minor  Illness  Clinic 

(2)  Internal  Medicine 

(3)  General  Surgery  Clinic 

(4)  Pediatrics 

(5)  Obstetrics/Gynecology 

(6)  Ears,  Nose,  Throat 


HSA-CHC 

SUBJECT:  Central  Appointment  System  (CAS)  Revisited  Study 

4.  It  is  requested  that  the  questionnaires  be  distributed  and  that  the 
surveys  be  completed  and  returned  as  soon  as  possible,  but  not  later  than 
5 August  1977.  Guidelines  for  completing  the  survey  are  provided  in  the 
Introductory  comments  attached  to  each  questionnaire. 

5.  POC  is  Mr.  David  F.  Alexander,  AUTOVON;  471-3116/4541/3331.. 

FOR  THE  SUPERINTENDENT: 


4 Incls  / 

1.  Commanders  Questionnaire  (1)J| 

2.  C,  PAD  Questionnaire  (1)  JC 

3.  C,  Admin  Support  Branch  U 
Questionnaire  (1) 

4.  Clinic  Chief  Questionnaire  (6) 


DISTRIBUTION: 

Commander,  Brooke  Army  Medical  Center,  Fort  Sam  Houston,  TX  78234  (1) 

Commander,  Dwight  David  Elsenhower  Army  Medical  Center,  Fort  Gordon,  GA  30905  (1) 
Commander,  Fitzsimons  Army  Medical  Center,  Denver,  CO  80240  (1) 

Commander,  Letterman  Army  Medical  Center,  San  Francisco,  CA  94129  (1) 

Commander,  Madlgan  Army  Medical  Center,  Tacoma,  WA  98431  (1) 

Commander,  Tripler  Army  Medical  Center,  APO  San  Francisco  96438  (1) 

Commander,  Walter  Reed  Army  Medical  Center,  Washington,  DC  20012  (1)  ^ 

Commander,  William  Beaumont  Army  Medical  Center,  El  Faso,  TX  79920  (1) 

Commander,  US  Amy  Aeromedlcal  Center,  Fort  Rucker,  AL  36360  (1) 

Commander,  USAMEDDAC,  Aberdeen  Proving  Ground,  MD  21005  (1) 

Commander,  USAMEDDAC,  Fort  Belvolr,  VA  22060  (1)  ' 

Commander,  USAMEDDAC,  Fort  Benjamin  Harrison,  IN  46216  (1) 

Commander,  USAMEDDAC,  Fort  Benning,  GA  pi905  (1) 

Commander,  USAMEDDAC,  Fort  Bragg,  NC  28307  (1) 

Commander,  USAMEDDAC,  Fort  Campbell,  KY  42223  (1) 

Commander,  USAMEDDAC,  Fort  Carson,  CO  80913  (1) 

Commander,  USAMEDDAC,  Fort  Devens,  MA  01433  (1) 

Commander,  USAMEDDAC,  Fort  Dlx,  NJ  08640  (1) 

Commander,  USAMEDDAC,  Fort  Eustls,  VA  23604  (1) 

Commander,  USAMEDDAC,  Fort  George  G.  Meade,  MD  20755  (1) 

Commander,  USAMEDDAC,  Fort  Hood,  TX  76544  U) 

Commander,  USAMEDDAC,  Fort  Huachuca,  AZ  85613  (1)  ^ 
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DISTRIBUTION  (continued) 


Commander, 
Connander , 
Commander, 
Commander, 
Commander , 
Commander , 
Commander, 
Commander, 
Conanander, 
Commander, 
Commander, 
Commander, 
Commander, 
Commander, 
Commander, 
Commander , 


USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 

USAMEDDAC 


Fort  Jackson,  SC  29207  (1) 

Fort  Knox,  KX  40121  (1) 

Fort  Leavenworth,  KS  6^027  (1) 

Fort  Lee,  VA  23801  (1)  > 

Fort  Leonard  Mood,  MO  65473  (1) 

Fort  McClellan,  AL  36201  (1) 

Fort  McPherson,  GA  30330  (1) 

Fort  Monmouth,  NJ  07703  (1) 

Fort  Ord,  CA  93941  (1) 

Fort  Polk,  LA  71459  (1) 

Fort  Riley,  KS  66442  (1)  ' 

Fort  Sill,  OK  73503  (1) 

Fort  Stewart,  GA  31313  (1) 

Fort  Wainwright,  Seattle,  WA  98731  (1) 
Redstone  Arsenal,  Huntsville,  AL  35809 
USMA,  West  Point,  NY  10996  (1) 
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COMMANDERS  QUESTIONNAIRE 
General  Information 


INTRODUCTION:  The  Health  Care  Studies  Division,  US  Army  Acaden^  of 
Health  Sciences,  as  authorized  by  the  Commander,  US  Army  Health  Services 
Command  (HSC) , is  conducting  a study  of  the  Central  Appointment  System  (CAS) . 

2.  PURPOSE:  The  purpose  of  this  survey  questionnaire  is  to  document  the 
viewpoint  of  the  Commander  regarding  the  CAS.  The  results  of  this  survey 
may  have  a significant  Impact  on  future  policy/guidance  concerning  the  CAS. 


Specific  Information 


1.  A copy  of  this  questionnaire  will  be  provided  to  each  MEDCEN/MEDDAC 
Commander  in  HSC. 


2.  It  is  requested  that  the  survey  be  completed  and  returned  as  soon  as 
possible,  but  no  later  than  5 August  1977. 

3.  When  you  have  completed  the  survey,  please  follow  the  instructions  for 
folding  and  stapling  (as  indicated  on  the  reverse  of  the  last  page)  before 
returning  the  survey  through  the  mail. 

4.  Any  questions  requiring  clarification  or  further  explanation  may  be 
directed  to  Mr.  David  F.  Alexander,  AUTOVON:  471-3116/4541/3331. 


COMMANDERS  QUESTIONNAIRE 


Respond  by  placing  the  number  which  corresponds  to  your  answer  in  the 

space  provided  at  the  right. 

1.  Does  your  Medical  Treatment  Facility  (MTF)  use  the  Central 

Appointment  System?  1.  Yes  2.  No 

2.  Does  your  MTF  have  a formal  orientation  program  for  newly 

assigned  physicians  regarding  the  CAS?  1.  Yes  2.  No.  . . 

3.  In  a comparative  analysis  of  the  central  appointment  system 
and  decentralized  appointment  system,  do  you  believe: 

1.  A central  appointment  system  Is  superior  to  the  de- 
centralized system;  2.  A centralized  appointment  system  is 
equal  to  the  decentralized  appointment  system;  3.  A cen- 
tralized appointment  system  Is  Inferior  to  the  decentral- 
ized appointment  system,  or  4.  Other  (please  explain  below) 


4.  In  your  opinion,  who  should  determine  what  clinics  should 
be  on  CAS?  That  is,  at  what  level  should  the  final  de- 
cision be  made  concerning  whether  or  not  the  CAS  will  be 
utilized  In  the  MTF? 

1.  Department  of  the  Army  Surgeon  General  (AMEDD  Level); 

2.  HSC  (Major  Command  Level);  3.  MEDCEN/MEDDAC  Commander 

(Local  Level)  

5.  If  existing  policy/guidance  were  to  be  revised,  should  it 

be  mandatory  that  some  type  of  CAS  be  uniformly  Instituted 
In  the  AMEDD?  1.  Yes  2.  No  

6.  Concerning  the  CAS,  is  It  your  assessment  that:  1.  All 
clinics  sho\U.d  utilize  the  CAS;  2.  Some  clinics  should 
utilize  the  CAS;  3.  No  clinic  should  utilize  the  CAS.  . . 


APPENDIX  D 

CHIEF,  PATIENT  ADMINISTRATION 
DIVISION  QUESTIONNAIRE 


CHIEF,  PATIENT  ADMINISTRATION  DIVISION  QUESTIONNAIRE 
General  Information 


INTRODUCTION ; The  Health  Care  Studies  Division,  OS  Army  Academy  of 
Health  Sciences,  as  authorized  by  the  Commander,  US  Army  Health  Services 
Command  (HSC),  is  conducting  a study  of  the  Central  Appointment  System  (CAS). 

2.  PURPOSE;  The  purpose  of  this  survey  questionnaire  is  to  document  the 
viewpoint  of  the  Chief,  Patient  Administration  Division  regarding  the  CAS. 

The  results  of  this  survey  nay  have  a significant  impact  on  future  policy/ 
guidance  concerning  the  CAS. 


Specific  Information 

1.  A copy  of  this  questionnaire  will  be  provided  to  the  Chief,  Patient 
Administration  Division  at  each  MEDCEN/MEDDAC. 

2.  It  is  requested  that  the  survey  be  completed  and  mailed  as  soon  as 
possible,  but  no  later  than  5 August  1977. 

3.  When  you  have  completed  the  survey,  please  follow  the  instructions 
for  folding  and  stapling  (as  indicated  on  the  reverse  of  the  last  page) 
before  returning  the  survey  through  the  mall. 

4.  Any  questions  requiring  clarification  or  further  rxplanatlon  may  be 
directed  to  Mr.  David  F.  Alexander,  AUTOVON:  471-3116/4541/3331. 
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CHIEF.  PATIENT  AQgNISTRATION  DIVISION  QUESTIOrmiRE 

Respond  by  placing  the  mariber  which  corresponds  to  yorxr  answer 
in  the  space  provided  at  the  right  of  each  item. 

1.  Are  all  clinics  in  the  MTF  on  the  CAS?  1.  Yes  2.  No.  . . (U) 

2.  Vhat  method  does  the  CAS  utilize  to  notif7  personnel  in 
outpatient  medical  records  that  patients  are  scheduled 
for  appointment? 

1.  Telephone,  2.  Coi^uterlzed  printout,  3.  Typed  or  hand- 
written list,  4.  Other  (explain  below) (li) 


3.  What  methods  do  clinics  not  on  the  CAS  utilize  to  notify  | 

personnel  In  the  outpatient  medical  records  activity  that  ] 

patients  are  scheduled  for  appointment?  | 

i 

1.  Telephone,  2.  Typed  or  handwritten  list,  3.  Other  I 

(if  Other,  please  explain  below) (13)  I 


4.  How  far  In  advance  (specify  hours  or  days)  of  the  patient’s 
actual  appointment  Is  the  Input  (l.e.,  listing  of  such 
appointments)  from  the  CAS  received  by  the  medical  records 
activity; 

a.  In  CAS  appointed  clinics?  

b.  In  non-CAS  appointed  clinics?  . . 

5.  What  Is  the  minlnua  amount  of  such  !!lead-tlme"  (re  above) 

which  you  require  to  Insure  that  the  medical  record  is  at 
the  clinic  for  the  patient's  appointment?  (Express  your 
answer  in  hours.)  

6.  Estimate  the  percent  of  time  that  a medical  record  is  not 

available  at  the  medical  records  activity  to  be  sent  to  the 
clinic  for  a patient  appointed  through  CAS 


\ 

i 


(14-16) 

(17-19) 


(20-21) 

(22-23)  ' 


(80) 
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APPENDIX  E 


CHIEF,  AMIINISTRATIVE  SUPPORT 
BRANCH  QUESTIONNAIRE 


CHIEF,  ADMINISTRATIVE  SUPPORT  BRANCH  QUESTIONNAIRE 
General  Informacion 


1.  mj^OSSCTION:  The  Health  Care  Studies  Division,  US  Army  Academy  of 

authorized  by  the  Commander,  US  Army  Health  Services 
Command  (HSC),  is  conducting  a study  of  the  Central  Appointment  System  (CAS). 


2.  PURPOSE:  The  purpose  of  this  survey  questionnaire  is  to  document  the 
^ewpoint  of  the  Chief,  Administrative  Support  Branch  regarding  the  CAS. 
The  results  of  this  survey  may  have  a significant  impact  on  future  policy/ 
guidance  concerning  the  CAS. ' ^ 


Specific  Information 

1.  A copy  of  this  questionnaire  will  be  provided  to  the  Chief,  Admini- 
strative Support  Branch  at  each  MEDCEN/MEDD.\C. 

2.  It  is  requested  that  the  survey  be  completed  and  returned  as  soon  as 
possible,  but  no  later  than  5 August  1977. 


3.  When  you  have  completed  the  survey,  please  follow  the  instructions  for 
folding  and  stapling  (as  indicated  on  the  reverse  of  the  last  page)  before 
returning  the  survey  through  the  mail. 


A.  Any  questions  requiring  clarification  or  further  explanation  may  be 
directed  to  Mr.  David  F.  Alexander,  AUTOVON:  471-3116/4541/3331. 
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CHIEF.  ADMINISTRATIVE  SUPPORT  BRANCH  QUESTIONNAIRE 


Respond  by  placing  the  nurber  corresponding  to  your  answer  in  the 
space  provided  to  the  right  of  each  item. 


1.  What  are  the  hours  of  operation  of  the  CAS? 

Weekdays  to  

Saturday  to  

Sunday  to  

Holiday  to  


2.  During  the  hours  at  which  the  CAS  Is  not  In  operation.  Is 


there  an  automated  message  recording  system  to  receive 

Incoming  calls?  1.  Yes  2.  No (19) 

3.  Estimate  the  percent  of  appointments,  "on  the  average," 
made  by  the  following  methods: 

a.  Telephone  (20,21) 

b.  Mall (22,23) 

c.  In  Person _____  (24,25) 

d.  Other  (explain) . . . (26,27) 


4.  Does  the  CAS  receive  Information  or  feedback  from  the 
clinics  using  CAS  concerning  the  number  of  patients  that 
can  be  scheduled  for  any  given  period  of  time? 

1.  Yes,  from  all  clinics;  2.  Yes,  from  some  clinics; 

3.  No,  not  from  any  clinic _____  (28) 

5.  What  method  do  you  use  to  notify  the  medical  records 
room  of  the  appointments  made  by  the  CAS?  1.  Computerized 
print-out;  2.  Handwritten  or  typed  list;  3.  Telephonic 
notification;  4.  Other  (please  explain  below)  .... 


(29) 


6. 


How  far  in  advance  of  the  day  of  appointment  do  you 
normally  provide  appointment  information  to  the  medical 

records  room? (30) 

7.  What  method  do  you  use  to  notify  the  clinics  of  the 

appointments  made  by  the  CAS?  1.  Computerized  print-out; 

2.  Handwritten  or  typed  list;  3.  Telephonic  notification; 

4.  Records  alone  are  forwarded;  5.  Other  (explain  below). (31) 


8.  What  is  the  number  of  telephones  utilized  in  the  CAS?  . . (32»33) 

9.  What  is  the  number  of  telephone  lines  which  are  utilized 

in  the  CAS? (34,35) 

10.  How  many  telephone  numbers  may  be  used  by  a patient  to 

call  CAS? (36) 


11.  Is  there  a separate,  unpublicized  telephone  number  to  be 

used  by  the  clinics  to  call  CAS?  1.  Yes  2.  No (37) 

12.  Is  there  an  "in-house"  phone  system  for  use  by  patients 
which  is  automatically  and  directly  connected  to  the 

CAS?  1.  Yes  2.  No (38) 


13.  Does  the  CAS  utilize  an  Automatic  Call  Distribution 

System  (ACDS)?  1 Yes  2.  No (39) 

14.  Is  the  CAS  operation  supported  by  a computer?  1.  Yes  2.  No  (40) 


15.  Is  there  a CAS  operated  patient-reminder  system  in  use 

at  the  MTF?  1.  Yes  2.  No (41) 


16.  If  the  answer  to  the  above  question  is  YES,  what  type  of 
system  is  employed?  1.  Direct  telephone  call  by  CAS 
personnel;  2.  Mailed  reminder  from  CAS;  3.  Input  pro- 
vided to  clinics  for  their  use;  4.  Other  (explain  below).  (42) 


17.  For  clinics  which  use  the  CAS,  is  there  a mechanism  for 
responding  to  a request  for  an  urgent  (non-emergency) 
appointment  request?  1.  Yes,  for  all;  2.  Yes,  for  some; 

3.  No,  not  for  any (A3) 


18. 


Is  the  CAS  system  responsive  to  physician-directed 
reappointment  requests  by  patients  (e.g.,  if  a physician 
Instructs  a patient  to  return  at  a specified  time,  can 
the  patient  request  and  receive  the  desired  reappointment)? 


1.  Yes,  all  clinics;  2.  Yes,  for  some  clinics;  3.  No, 

at  no  clinic (44) 


19.  For  those  clinics  for  which  requested  early  reappointments 
are  made,  what  Is  the  shortest  time  (In  days)  for  which  a 
request  for  a reappointment  will  be  honored? (45) 


20.  For  those  clinics  using  the  CAS,  may  appointments  be  made 
for  specifically  requested  care  providers  through  the  CAS? 


1.  Yes,  at  all  clinics;  2.  Yes,  at  some  clinics;  3.  No, 

at  no  clinic (46) 


21.  For  the  month  of  June,  how  many  appointments  were  made 

through  the  CAS?.  ■ (47-50) 


22.  In  general,  what  Is  the  estimated  percent' of  phone  calls 
or  other  Inquiries  made  to  the  CAS  which  are  not  directly 
related  to  appointments  (for  example,  calls  or  Inquiries 

requesting  general  hospital  or  clinical  Information)?  ...  (51,52) 


Continue  on  neat  page. 
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In  the  space  provided  below,  list  those  clinics  which  utilize 
the  CAS.  Additionally,  indicate  In  columns  I,  II  and  III, 
respectively,  the  following  Information: 

I.  The  number  of  physicians  assigned. 

II.  For  what  length  of  time  (in  minutes)  are  patients 
scheduled. 

III.  Whether  or  not  non-reappolnted  patients  are  scheduled 
for  the  overall  clinic  or  for  Individual  care  pro- 
viders. (Use  numerical  coding  Indicated.) 


No.  MDs 


Clinics  Uslns  CAS 


Duration  of 
Patient 
Appointments 
linutes 


III 

Scheduling 
Specificity: 
(1.  Overall 
Clinic 

2.  Indlv  Care 
Providers 


(Use  additional  paper  if  required) 


25.  In  the  spaces  below,  list  the  nucber  and  grade  of  personnel 
working  in  the  CAS.  Include  both  civilian  and  military  per- 
sonnel who  are  assigned  in  both  regular  and  excess  status. 


a.  Supervisory  Personnel 


Grade  Number  Number 
Authorized  Assigned 


b.  Clerks 


c.  Messengers 


d.  Others  (pis  explain) 


e.  Additional  data:  If  some  of  the  personnel  above  do  not 
work  in  the  CAS  on  a full-time  basis,  or  work  in  the  CAS 
in  an  excess  status,  explain  here  (Indicate  grade,  number 
of  hours  worked  per  week,  and  status). 


25.  In  the  spaces  below,  list  the  ntinber  and  grade  of  personnel 
working  In  the  CAS.  Include  both  civilian  and  military  per- 
sonnel who  are  assigned  In  both  regular  and  excess  status. 


r 

i a.  Supervisory  Personnel 


Grade 


Number  Number 


Authorized 


b.  Clerks 


e.  Additional  data:  If  some  of  the  personnel  above  do  not 
work  In  the  CAS  on  a full-time  basis,  or  work  In  the  CAS 
in  an  excess  status,  explain  here  (Indicate  grade,  number 
of  hours  worked  per  week,  and  status). 
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CLINIC  CHIEF  QUESTIONNAIRE 
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CLINIC  CHIEF  QUESTIONNAIRE 

[ General  Information 

; INTROPUCTION ; The  Health  Care  Studies  Division,  US  Army  Academy  of 

Health  Sciences,  as  authorized  by  the  Commander,  US  Army  Health  Services 
I Command  (HSC),  is  conducting  a study  of  the  Centijal  Appointment  System  (CAS). 

^ .2,  PURPOSE:  The  purpose  of  this  survey  questionnaire  is  to  document  the 

1 viewpoint  of  selected  Clinic  Chiefs  regarding  the  CAS.  The  results  of  this 

j survey  may  have  a significant  Impact  on  future  policy/guidance  concerning 

( the  CAS. 

i 

Specific  Information 

1.  A copy  of  this  questionnaire  will  be  provided  to  selected  Clinic  Chiefs 
at  each  MEDCEN/MEDDAC. 

2.  It  is  requested  that  the  survey  be  completed  and  nailed  as  soon  as 
possible,  but  no  later  than  5 August  1977. 

3.  When  you  have  completed  the  survey,  please  follow  the  instructions  for 
folding  and  stapling  (as  indicated  on  the  reverse  of  the  last  page)  before 
returning  the  survey  through  the  mall. 

4.  Any  questions  requiring  clarification  or  further  explanation  may  be 
directed  to  Mr.  David  F.  Alexander,  AUTOVON:  471-3116/4541/3331. 


CLINIC  CHIEF  QUESTIONNAIRE 


Respond  by  placing  the  number  corresponding  to  your  answer  in  the 
space  provided  to  the  right  of  each  item. 

1.  Name  of  clinic: 

2.  Is  your  clinic  utilizing  the  CAS?  1.  Yes  2.  No _ 

3.  Are  patients  appointed  to:  1.  Individual  health  care  pro- 
viders; 2.  The  clinic  at  large;  3.  Other  (explain  below) 


4.  What  is  the  normal  length  of  time' (In  days)  required  for 

a new  patient  to  obtain  an  appointment  for  your  clinic?  . . 

5.  What  la  the  normal  length  of  time  (In  days)  required  for  a 

patient  to  be  reappointed  to  your  clinic? __ 

6.  What  Is  the  maximum  number  of  days  Into  the  future  that  a 
patient  may  sched^lle  an  appointment  to  your  clinic?  • • • • _ 

7.  What  Is  the  minimum  number  of  days  Into  the  future  that  a new 
patient  may  obtain  an  appointment  to  your  clinic? 


8.  What  is  the  number  of  hours  per  day  that  your  clinic  Is 
operated? 


a. 

Weekdays 

to 

b. 

Saturday 

to 

c. 

Sunday 

to 

d. 

Holiday 

to 

For  use  by 
study  agency 


(11) 

(12) 

(13-15) 

(16,17) 

(18,19) 

(20,21) 

(22,23) 

(24,25) 

(26,27) 

(28,29) 

(30,31) 


Continue  on  next  page. 


12.  If  the  answer  to  the  above  question  was  YES,  how  many  days 

in  advance  is  this  infonaation  provided? (73) 

13.  Estimate  the  percent  of  time  that  a medical  record  is  not 
available  at  the  clinic  at  the  time  a CAS  appointed  patient 

arrives  at  the  clinic (74,75) 


(ao) 
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APPENDIX  G ^ 

A CENTRAL  APPOINTMENT  SYSTEM 
"AN  AID  FOR  INNOVATION" 


APC  MODEL  n 


A CENTRAL  APPOINTMENT  SYSTEM 


AN  AID  FOR  INNOVATION 

Prepared  as  a requirement  for  the 
United  States  Army  Health  Services  Command 
Ambulatory  Patient  Care  (APC)  Program 


APC  Model  #1 
HSC-PA-A 
July  1974 


APC  Model 


TABLE  OF  CONTENTS 

Isas. 


SECTION  1.  GENERAL  I 

Purpose  1 

Scope  1 

Deflnlclons  1 

II.  DISCUSSION  1 

III.  RECOMMENDATIONS  2 

Orfjanlzatlon  and  control  2 

Equipment  3 

Facilities  7 

Staffing  reqtilrements  7 

Training  requirements  for  CAS  staff  9 

Orientation  for  clinic  staff  10 

Patient  and  community  Information  plan  10 

Recommended  operating  procedures  11 

Operating  policy  outline  for  a CAS  13 

BIBLIOGRAPHY  15 

ANNEX  A APPOINTMENT  INTERVALS  A-1 

ANNEX  B MANAGEMENT  INDICATORS  B>1 

ANNEX  C SPECIAL  REQUIRQIENTS  C-1 


Adapted  from  Report  No.  6,  *'A  Study  of  Appointment  Scheduling  Control 
for  Outpatients,"  Health  Care  Studies  Division.  Academy  of  Health 
_Scienceaj_US  Army,  January  1973. 

This  model  supersedes  APC  Models  #1,  and  all  dated  June  1973. 

52 


APC  Model  #1 


SECTION  I 
GENERAL 


1.  Purpose^  The  purpose  of  this  model  is  to  provide  guidance  to 
medical  treatment  facility  commanders  in  the  planning,  operating, 
and  evaluation  of  central  appointment  systems  for  ambulatory 
patients. 

2.  Scope.  This  model  is  applicable  to  all  Health  Services  Command 
medical  treatment  facilities  (MTFs)  that  operate  two  or  more 
Identifiable  ambulatory  patient  clinics. 

3.  Definitions. 

a.  Central  Appointment  System  (CAS) : A system  for  making 
appointments  for  all  or  most  of  the  clinics  of  a medical  treatment 
facility  by  clerks  who  are  In  one  location,  under  central  super- 
vision* Patients  make  both  initial  and  repeat  appointments  via 
the  CAS,  not  directly  with  the  individual  clinics.  Most  of  the 
appointments  are  outpatients,  although  clinic  appointments  can  be 
made  for  Inpatients  as  well. 

b.  Small  KEFi  An  MIF  with  less  than  9,000  outpatient  visits 
per  month. 

c.  Large  MTF:  An  MTF  with  9,000  or  more  outpatient  visits  per 
month. 

d.  Computer  support:  Batch-process,  off-line  support  to  the 
CAS  by  a computer,  either  in-house  or  Installation-provided. 


SECTION  II 
DICSUSSION 


A centralized  outpatient  appointment  system,  serving  as  a 
central  source  of  appointment-making  and  Information-providing 
for  ambulatory  patients,  if  properly  designed,  can  be  an  effective 
and  efficient  mechanism  to  insure  that  the  health  care  provider, 
the  patient,  and  his  health  record,  arrive  at  the  right  place  at 
the  right  time  for  a patient— provider  encounter  on  an  ambulatory 
basia  with  a minimum  of  waiting  by  either  party.  It  standardizes 
appointment  procedures  for  all  clinics,  thereby  increasing  staff 
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efficiency,  and  facilitating  understanding  and  use  of  the  system 
by  both  patients  and  staff.  It  frees  clinic  ancillary  and  ad- 
ministrative personnel  from  appointment  duties.  It  promotes 
efficient  use  of  clinic  facilities.  It  maximizes  productivity  of 
health  care  providers.  And  it  facilitates  the  collection  of 
accurate  outpatient  workload,  data  for  management  purposes.  The 
purpose  of  this  model  is  to  Insure  that  the  CAS  at  each  MTF  is 
properly  designed,  operated,  and  evaluated,  so  that  all  of  these 
goals  may  be  reached  with  maximum  efficiency,  and  with  maximum 
patient  and  staff  satisfaction. 


SECTION  III 
RECOMMENDATIONS 


5.  Organization  and  control. 

a.  A Central  Appointment  Section  should  be  established  as  a 
separate.  Identifiable  entity  under  the  Administrative  Support 
Branch.  Department  of  Clinics.  Strong  comnand  emphasis  Is  es- 
sential. 

b.  The  following  clinics  may  be  excluded  from  a CAS: 
emergency  room,  limunlzatlon.  radiology,  pathology  (laboratory) , 
inhalation  therapy,  physical  therapy,  occupational  therapy,  and 
troop  medical  clinics.  Operation  of  these  clinics  will  be  monitor- 
ed by  the  Chief,  Department  of  Clinics. 

c.  The  only  other  clinics  or  services  that  should  be  consider- 
ed for  possible  exclusion  from  the  CAS  are:  psychiatry  (neuro- 
psychiatry). social  work,  dental,  and  physical  examinations. 

HSC-PA  approval  will  be  required  for  any  exceptions  other  than 
those  listed  In  b.  above. 

d.  The  status  of  the  CAS  should  be  monitored  by  clinic  chiefs, 
the  Chief,  Department  of  Clinics,  the  Chief,  Professional  Services, 
and  the  hospital  commander.  Reports  that  should  be  produced  by 
the  CAS  to  facilitate  this  should  Include: 

(1)  Appointment  backlog,  by  clinic,  (appointment  waiting  time 
In  general  should  not  exceed  10  working  days) 

(2)  Workload,  in  terms  of  number  of  telephone  calls,  number  of 

appointment  calls,  and  number  of  appointments  made  per  doctor  and 
per  clinic.  ' 
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(3)  Lose  calls,  all-trunks-busy  time,  and  other  telephone  traffic 
data.  ; 

(A)  Number  of  appointment  clerks  on  duty  each  day. 

(5)  Patient  no-show  and  cancellation  rates. 

e.  On  establishing  a CAS,  clinics  should  be  required  to  submit  a 
proposed  schedule  of  clinic  hours  for  approval  by  the  Chief  Department 
of  Clinics,  the  Chief,  Professional  Services  and  the  commander.  Annex 
A contains  data  which  may  be  used  as  broad  guidance  In  determining 
appointment  Intervals  for  various  clinics. 

f.  CAS  controls  should  be  established  in  writing  to  preclude 
altering  of  schedules  by  either  Individual  physicians  or  clinic 
chiefs  without  the  concurrence  of  either  the  Chief,  Department  of 
Clinics,  the  Chief,  Professional  Services  or  the  hospital  commander. 

g.  A CAS  Is  a complex  system;  suggestions  for  Improvement  should 
constantly  be  sought  from  both  clinic  and  CAS  staff  In  a spirit  of 
participative  management. 

h.  A list  of  management  Indicators  to  assist  In  evaluating  CAS 
operations  Is  provided  In  Annex  B. 

6.  Equipment. 

a.  Filing  and  appointment-making  equipment. 

I 

(1)  Most  hospitals  use  a rotating,  lazy-Susan  file  to  circulate 
the  appointment  schedules  and/or  appointment  making  documents  to 
the  stationary  clerks.  The  two  major  manufactures  of  this  equip- 
ment In  CONUS  are  Acme  Visible  Records,  Inc.,  and  VISIrecord 
Systems,  Inc.  Both  firms  are  on  a GSA  Schedule,  and  both  have 
systems  analysts  who  can  assist  In  designing  the  optimum  system  for 

a hospital.  Including  development  of  specific  equipment  requirements, 
designing  the  appointment  forms,  and  so  forth.  One  must  be  certain 
to  Itemize  all  components  and  accessories,  and  consider  the  cost  of 
supplies  (forms,  cards,  books,  etc.).  Installation  cost,  and  building 
modification.  If  necessary,  to  accommodate  an  Increased  weight  on  the 
floor  (equipment  plus  appointment  files  plus  weight  for  clerks  and 
chairs).  Considering  the  constant  increase  In  outpatient  visits,  and 
the  relative  uncertainty  as  to  the  exact  percentage  of  visits  than 
can  ultimately  be  appointed,  some  capability  for  later  expansion  should 
be  designed  Into  every  system. 

(2)  Acme  Visible  Records,  Inc.,  which  claims  to  be  the  largest 
such  firm,  manufactures  rotating  files  called  CENTPACS  (CENTrallzed 
Random  ACcess) . These  will  accommodate  books,  cards,  or  pocket 
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frames  with  hinged  pockets  holding  many  forms.  Pocket  frames 
(similar  to  Kardexes)  permit  the  use  of  multiple  copy  carbonless 
paper  forms.  They  also  can  be  used  to  hold  clinic  SOPs.  CENTRACs 
can  have  multiple  tiers,  and  should  be  motorized  to  reduce 
operator  fatigue.  The  firm  also  offers  large  appointment  schedule 
forms  In  tubs  that  can  be  mounted  In  a rotating  table  (their  Veri- 
Visible  system,  used  In  maiqr  Navy  hospitals).  Acme  Visible 
equipment  is  available  on  a GSA  Supply  Schedule,  FSC  Group  74, 

Class  7460.  The  address  of  the  main  office  of  ^me  Visible  Records 
is: 

Acme  Visible  Records,  Inc. 

Crozet,  VA  22932  (Telephone:  (703)  823-4351) 
There  are  73  branch  offices  in  various  cities  In  CONUS. 

(3)  VISZrecord  Systems,  Inc.,  has  available  multi-copy  VISI- 
cards  a»unted  In  either  bins  or  rotary  atands,  both  of  which  can 
be  Installed  cn  rotary  tables.  VISZrecord  equipment  Is  also 
available  on  a GSA  Supply  Sctiedule.  The  address  of  the  main 
office  Is: 

VISZrecord  Syetems,  Inc. 

Division  of  Barry  Wright  Corporation 

Copalgue,  Long  laland,  NY  11726 

(Telephone:  (516)  264-4900) 

Branch  offices  are  also  located  In  various  cities. 

(4)  The  largest  rotary  file  known  In  appointment  systems  has 
12  positions;  larger  Installations  will  require  two  rotary  files. 
For  comments  on  small  systams,  see  Annex  C. 

(5)  It  Is  essential  that  the  appointment  data  generated  by 
the  CAS  provide  lists  of  appointment  patients  to  the  clinics  and 
the  doctors,  and  furnish  a document  to  the  Outpatient  Medical 
Records  Section  (and  to  Radiology)  that  can  be  used  as  a charge- 
out  card  to  pull  the  medical  record  (and  the  X-ray  file.  If  needed) 
In  advance  of  the  appointment.  Records  should  be  pulled  the  night 
prior  to  the  appolntnant.  Appointment  forms  or  cards  should  con- 
tain the  following  minimum  Information: 

(a)  Patient  eligibility  (ID  card  expiration  date)  (Phone 
check  only). 

(b)  Name  of  the  clinic. 
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(c)  Doctor's  schedule. 

(d)  Patient's  name  and  grade  (or  of  sponsor),  and.  If  necessary, 
Mrs.  or  Miss,  to  be  used  In  addressing  dependents  In  the  clinic. 

(e)  Patient's  terminal  digit  file  number. 

(f)  Patient's  telephone  nuxtber  during  the  day. 

(g)  Notation  as  to  the  year  of  the  last  visit. 

(h)  Notation  as  to  whether  the  X-ray  film  file  Is  to  be  made 
available. 

(1)  Length  of  time  of  appointment. 

(j)  Date  and  time  of  appointment. 

b.  Telecommunications. 

(1)  To  preclude  problems  with  two  different  queues  (and  be- 
cause patients  often  prefer  to  discuss  medical  problems  by  phone 
rather  than  at  an  open  desk) , all  appointments  should  be  made  by 
telephone  (or  by  mall).  Each  CAS  rotary  file  should  have  only 
one  telephone  number  for  patients  to  call  (but  a line  for  every 
clerk) , plus  at  least  one  line  for  communication  between  clinics 
and  the  CAS,  and  one  line  for  cancellations  and  long-distance 
calls.  Thus,  the  usual  five-key  telephone  Instrument  can  be  used 
by  a maximum  of  three  clerks.  Installations  with  four  clerks  or 
more  should  use  a multiple  button  type  of  Instrument,  such  as  a 
"Call  Director"  (Western  Electric  Company)  or  a "Call  Commander" 

(GTE  Automatic  Electric  Company,  400  N.  Wolf  Road,  Northlake, 

XL  60164) . 

(2)  There  should  be  sufficient  telephone  trunks  providing 
service  between  the  CAS  and  the  serviced  community  to  permit  a 
busy  signal  rate  of  6%  or  less.  The  average  call  will  take  2.3 
minutes  and  252  of  the  calls  will  be  for  Information  only. 

(3)  Incoming  calls  should  be  distributed  automatically  to 
waiting  clerks,  using  a rotary  ring-down  device  for  Installations 
with  three  clerks,  and  an  automatic  call  distribution  system  (ACDS) 
for  larger  ones.  An  ACDS  will  hold  Incoming  calls  (up  to  one  per 
active  line)  If  all  lines  are  busy,  and  distribute  them  according 
to  which  CAS  clerk  has  been  free  the  longest,  thus  balancing  work- 
load among  clerks.  Recorder-announcers  should  be  provided,  with 
pre-recorded  messages  advising  callers  that  all  lines  are  tied  up, 
and  that  a clerk  will  be  with  them  as  soon  as  possible.  An  ACDS 
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can  cost  from  $15,000  to  $25,000.  Both  GTE  and  the  Bell  Tele- 
phone System  are  experimenting  with  small,  less  costly  call 
distribution  systems  using  regular  key-telephone  circuits:  the 
GTE  system  is  called  Call  Intercept  and  Transfer  System;  the  Bell 
system  Is  known  as  the  4A  Call  Distributing  System.  Representatives 
of  these  firms  should  be  contacted  about  details  on  these  systems. 

(4)  Each  system  should  have  telephone  traffic  monitoring  meters 
or  lights  to  Indicate  number  of  Incoming  cells,  the  nutnber  of  calls 
waiting,  the  total  number  of  calls  attempted,  and  the  total  number 
of  calls  serviced.  From  these  figures  the  nuc^er  of  lost  calls  can 
be  calculated,  and  need  for  Increased  servl«ce  capability  determined. 

(5) ,  An  "electronic  secretary"  should  be  Installed  to  record 
callers'  messages  during  off-duty  hours,  as  well  as  to  record 
cancellations . 

(6)  The  CAS  supervisor  should  be  able  to  communicate  with  all  | 

the  CAS  clerks  and  the  clinics  by  telephone.  A supervisor's  1 

turret  should  be  provided  that  has  position-status  lamps,  alarm  i 

lamps  for  malfunctions,  and  the  traffic  registers  referred  to 

above. 

(7)  A toll-free  WATS  (Wide  Area  Telephone  Service)  line  for 

patients  living  outside  the  range  of  local  calls  should  be  pro-  I 

vlded.  If  possible. 

1 ; 

(8)  A desirable  feature  Is  "muslc-on-hold" , which  feeds  music 
Into  the  receiver  while  a patient  is  waiting  for  his  call  to  be 

answered  by  a clerk,  if  all  positions  are  temporarily  busy.  | 

(9)  All  Incoming  calls  should  be  Indicated  by  flashing  lamps, 

not  audible  signals.  j 

(10)  CAS  clerks  should  wear  headsets  In  order  to  keep  both 
hands  free.  A wldely-used  type  Is  the  Model  MS  50,  made  by 
Pacific  Plantronlcs,  Inc.,  385  Reed  St,,  Santa  Clara,  CA  95050. 

Their  lifter  Star  Set  model  Is  also  available  at  a hl^er  cost. 

Models  are  available  with  either  headbands  or  spectacle  attach-  | 

ments. 

(11)  In-house  colored  telephones  for  appointment-making  by 

patients  before  they  leave  the  building  should  be  conveniently  ' 

located  In  the  clinics.  Automatic  card-dialing  telephones  will  ^ 

make  It  easier  to  dial  If  the  phone  Is  used  to  call  the  CAS. 
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(12)  Installation  connunlcatlons  and  clec^tronlca  specialists 
should  be  consulted  In  the  design  of  the  C/r  telacossnmlcatlons 
system. 

(13)  If  computer  support  Is  available,  see  Annex  C. 

7.  Facilities. 

a.  To  permit  the  doctors  to  have  easy  access  to  the  CAS  (to 
modify  schedules,  check  on  their  appointment  lists,  change  clinic 
SOPs  and  give  guidance  to  the  clerks),  the  CAS  should.  If 
possible,  be  physically  located  In  the  Its&edlate  clinic  area — or 
at  least  In  the  clinic  or  hospital  building.  It  should  not  be 
marked  with  any  Identifying  signs,  however.  In  order  to  prevent 
patient  In-person  access. 

b.  The  dimensions  of  the  room  for  the  CAS  should  accommodate 
the  rotary  file  to  be  Installed,  allowing  room  for  the  supervisor 
to  move  completely  around  the  wheel.  For  an  8-posltlon  Installa- 
tion, for  example,  a room  20  ft  wide  by  40  ft  long  would  be  a 
minimum  requirement,  to  allow  for  an  office  for  the  CAS  super- 
visor, and  a partltloned-off  lounge  area.  Future  expansion  should 
also  be  allowed  for. 

c.  The  work  environment  Influences  productivity  and  efficiency. 
Because  of  the  demanding  nature  of  the  work  of  CAS  personnel,  their 
physical  surroundings  should  be  as  pleasant  as  possible.  There 
should  be  adequate  heating  In  winter  and  alr-conditloning  in  summer. 
There  should  be  sound-proofed  ceilings  and  upper  walls  and  wall-to- 
wall  carpeting  on  the  floor.  There  should  be  cheerful  colors, 
drapes  on  the  windows,  and  attractive  pictures  on  the  walls.  Modern 
furniture  and  artificial  or  real  foliage  plants  would  also  help.  A 
coffee  pot  would  be  appreciated  by  most  clerks,  although  coffee  cups 
should  not  be  permitted  at  the  wheel  (to  prevent  spilling) . A 
lounge  should  be  provided  for  periodic  breaks — either  In  a scheduled 
part  of  the  CAS  room  or  outside,  but  nearby.  The  exacting  nature  of 
the  Job  makes  rest  periods  (probably  every  two  hours)  essential,  and 
these  should  be  insisted  upon.  The  need  for  nearby  latrines  Is  also 
important  If  excessive  time  loss  for  personnel  needs  Is  to  be 
avoided. 

8.  Staffing  requirements. 

a.  The  following  table  Indicates  the  number  of  appointment 
clerks  necessary  to  operate  a CAS  with  the  assumption  that  one 
appointment  clerk  can  handle  an  average  of  115  appointment  calls 
per  day  (this  does  not  include  calls  for  information  only). 
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The  table  does  not  include  the  necessary  position  of  supervisor,  nor 
a messenger,  who  may  or  may  not  be  necessary,  depending  on  workload, 
number  and  dispersion  of  clinics,  etc. 


CENTRAL  APPOINTMENT  SYSTEM  CLERK  STAFFING 


Si 

i; 


Outpatient  visits 
per  month  for  clinics 
suitable  for  CAS 

Appointments  Number  of 

made  per  month  appointment  clerk 
bv  CAS*  positions  needed 

Actual 

staffin 

needed* 

3,450 

2,415 

1 

1 

6,900 

4,830 

2 

2 

10,350 

7,245 

3 

3 

13,800 

9,660 

4 

4 

17,250 

12,075 

5 

6 

20,700 

14,490 

6 

7 

24,150 

16,905 

7 

8 

27,600 

19,320 

8 

9 

31,050 

21,735 

9 

10 

34,500 

24,150 

10 

11 

37,950 

26,565 

11 

12 

41,400 

28,980 

12 

13 

^Assume  maximum  of  70%  of  outpatient  visits  can  be  appointed 
(remainder  are  walk-ins,  or  do  not  use  CAS  for  other  reasons) 
**Computat ion  is  based  on  manpower  allowance  factor  of  1.11  which 
compensates  for  authorized  absences.  Additional  individual  derived 
from  this  computation  may  be  called  a senior  appointment  clerk  and 
act  as  assistant  CAS  supervisor. 

b.  The  above  guide  will  have  to  be  modified  for  a given  CAS  if 
it  proves  to  be  significantly  more  or  less  efficient  than  115  appoint- 
ments per  clerk  per  day  (computed  on  a 21 -day  month.)  For  13  or  more 
positions  another  wheel  would  be  necessary. 


c.  The  following  grades  are  usually  found  in  a CAS; 


Supervisor 

GS-6 

(Asst  Supervisor  authorized  for 

8 or  more  clerks) 

Senior  appt.  clerk 

GS-5 

Keypunch  operator 

GS-4 

(If  used) 

Appointment  clerk 

GS-4 

Messenger 

GS-2 

(One/6  or  more  clerks  authorized) 

However,  it  should  be  pointed  out  to  position  and  pay  classifiers 
that  CAS  appointment  clerks  should  be  regarded  as  more  than  Just 
clerks  or  operators,  but  as  persons  trained  by  physicians  to  skill- 
fully guide  physically  and  emotionally  ill  patients  into  the  health 
care  delivery  system,  getting  the  patient  to  the  proper  clinic 
without  error.  This  is.  a demanding  task,  calling  for  intelligence. 
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tact,  knowledge  of  basic  medical  concepts  (Including  some  knowledge 
of  anacou^  and  medical  terminology)  and  hospital  policies,  and  an 
Intimate  understanding  of  the  procedures  and  operations  of  what  may 
be  80  or  more  specialty  and  sub-specialty  clinics.  The  Individual 
should  grasp  details  quickly,  have  a pleasant  telephone  voice,  a 
good  grasp  of  human  psychology,  be  emotionally  stable,  and  not 
readily  upset  by  111,  worried,  demanding,  often  hostile  patients. 

d.  Depending  on  the  magnitude  of  data  collection  and  analysis 
of  outpatient  operational  data,  and  of  appointments  by  mall,  a 
file  clerk  or  clerk  typist  may  also  be  necessary. 


a.  Orientation  to  the  clinics.  This  should  include  visits  to 
the  clinics  to  be  supported,  a detailed  briefing  on  each  clinic's 
operations  by  the  clinic  chief  or  his  assistant,  and  preparation 
of  a written  SOP  for  each  clinic  for  use  by  the  CAS  clerks. 

b.  Development  of  and  familiarity  with  clinic  and  doctors' 
schedules. 

c.  How  to  make  and  cancel  appointments.  Including  mall 
appointments . 

d.  How  to  use  rotary  file  equipment. 

e.  How  to  use  the  headset  and  the  telephone. 

f.  Patient  eligibility  briefing  and  the  office  to  contact  for 
answering  complex  questions. 

g.  Telephone  courtesy. 

(1)  Guidance  In  this  area  may  usually  be  obtained  free  of  charge 
from  local  telephone  wompany  service  representatives  and  PBX  trainers. 
Bell  Telephone  Company  booklets  contain  useful  Information  on  use  of 
the  voice. 

(2)  The  following  motion  pictures  are  useful:  The  Extra  Step 
(MF61-5264) . and  You  In  OPD  (MF8-5539). 
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1.  It  Is  recommended  Chat  a nurse,  familiar  with  clinic  operations, 
work  In  the  CAS  office  for  Che  first  few  weeks  of  operation  to  assist 
in  orienting  the  CAS  staff  to  clinic  operations. 

10.  Orientation  for  clinic  staff. 

a.  The  hospital  and  clinic  staff  must  know  the  following: 

(1)  How  appointments  are  made  through  the  CAS,  so  they  can  Inform 
patients. 

(2)  How  to  create  and  update  their  clinic  schedules.  Including 
arrangements  for  appointing  follow-up  patients  (a  fora  should  be  used 
for  this.  Indicating  Che  day  (or  range  of  days)  desired^  for  the 
patient  to  use  In  communicating  with  the  CAS),  for  short-lead-time 
appointments  (several  hours),  for  long-lead-time  appointments  (several 
months),  for  double-booking  (with  or  without  approval  on  each  case), 
and  for  handling  walk-ln  patients. 

(3)  How  to  cancel  previously  scheduled  appointments. 

(4)  How  to  request  absences  from  clinic  sessions,  and  how  to  per- 
manently change  clinic  schedules  (some  mechanism  for  approval  of  this 
by  the  Chief  of  the  Department  of  Clinics  should  be  established). 

(5)  How  to  provide  guidance  to  CAS  personnel  about  Che  screening 
and  appointing  of  patients  for  their  clinics.  Telephone  communication 
via  nonpatlenc  telephone  or  Intercom  lines  should  be  encouraged. 

(6)  How  to  use  CAS-generated  management  Information  (such  as 
using  appointment  backlog  data  to  advise  their  patients  how  soon  they 
can  expect  to  get  an  appointment) . 

(7)  The  Importance  of  starting  every  clinic  session  on  time  to 
minimize  waiting  time  of  patients. 

b.  The  CAS  supervisor  should  conduct  frequent  liaison  visits  to 
cllnlc/servlce  chiefs  and  staff  physicians  and  other  providers  In- 
cluding house  staff.  Presentations  concerning  CAS  procedures  or 
problems  at  staff  meetings  should  be  considered.  For  very  large  in- 
stallations special  full-time  liaison  personnel — apart  from  the  CAS 
supervisor — should  be  employed. 

11.  Patient  and  community  Information  plan.  The  community  served 
should  be  properly  Informed  about  the  CAS,  and  this  informational 
program  should  be  repeated  periodically  as  new  personnel  are  assigned 
to  the  post,  and  as  new  problems  surface.  All  available  media  should 
be  used.  Points  to  consider  are: 
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•.  Patients  need  to  be  constantly  reminded  to  make  appolntnuents , 
and  not  Just  walk  In. 

b.  Divulge  only  the. initial  number  of  a rotary  ring-down  system 
or  an  ACDS  sequence,  not  all  of  the  ones  available.  Explain  to  the 
public,  however,  that  while  there  is  only, one  phone  number,  there  are 
5 (or  6,  or  8,  or  10)  phones  actually  In  use  at  the  CAS.  Photographs 
of  this  In  news  media  will  help. 

c.  -.  Prepare,  patients  for  the  need  for  the  CAS  clerks  to  ask  some 
screening  questions  about  medical  problems  encountere'ci  in  order  to 
route  patients  to  the  proper  clinic. 

d.  Provide  a constant  supply  of  information  brochures.  Have 
appointment  slips  (DA  Form  8-97)  and  chained  pens  at  in-house  ap- 
pointment phones. 

e.  Patients  should  be  constantly  urged  to  call  to  make  cancella- 
tion (via  a special  number)  if  they  cannot  keep  an  appointment. 

f.  Adult  patients  should  call  for  themselves,  and  should  have 
the  sponsor's  SSAN  available. 

g.  Patients  should  be  encouraged  to  make  appointments  as  far  in 
advance  as  possible,  and  to  make  appointments  for  return  -visits 
before  they  leave  the  clinic. 

12.  Recommended  operating  procedures. 

a.  In  certain  clinics,  where  the  return  appointments  are  purely 
routine  and  stereotyped— as  in  the  obstetric  follow-up  clinic — the 
use  of  self-service  appointment  sheets  by  the  patients  themselves 
should  be  considered.  This  should  be  supervised  by  the  CAS. 

b.  If  desired,  the  CAS  could  be  required  to  assist  In  the  pre- 
paration of  the  monthly  medical  summary  report.  To  do  this,  the 
appointment  lists  generated  by  the  CAS  would  be  the  basis  for  the 
data  to  be  Included  on  the  report.  It  must  be  updated  with  data  from 
all  of  the  clinics  who  must  furnish  data  on  walk-in  patients,  late 
cancellations,  and  no-shows  to  the  CAS.  Those  clinics  not  on  the 

CAS  must  furnish  the  same  Information,  as  well  as  data  on  any  patients 
they  appointed  themselves. 

c.  There  should  be  provision  made  for  handling  short-lead-time 
("modified  walk-in")  appointments  by  having  clinics  reserve  time  or 
specific  doctors  for  such  cases,  having  the  CAS  record  these  calls 
and  phone  them  In  to  the  specific  clinics  every  half  hour  or  so. 

This  works  well  especially  In  Flidlatric  Clinics.  Consider  using  a 
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telewriter  type  device  to  expedite  notification  of  medical  record 
room  (and  X-Ray)  for  record  pull  and  delivery  for  short-lead- 
time  appointments. 

d.  Long-lead-time  appointment  requests  (for  a time  beyond  the 
time  the  schedules  are  available)  should  be  filed,  and  patients 
notified  when  the  schedules  are  open. 

e.  Each  physician  or  other  health  care  provider  should  be 
furnished  with  his  own  copy  of  his  dally  appointment  list. 

f.  All  elements  of  the  hospital  that  schedule  extra-clinic 
duties  for  physicians  and  other  health  care  providers — such  as 
preparers  of  the  gas  chanber  exercise  for  physicians  and  other 

I AOD  roster  for  optometrists — shotild  provide  schedules  far  enough 

In  advance  that  appointments  are  not  compromised.  Timely  notifi- 
cation to  the  CAS  of  physicians'  or  other  health  care  providers' 
absence  Is  essential. 

g.  Seek  to  have  appointment  schedules  available  at  least  two 
months  In  advance,  with  an  additional  week  added  each  week. 

h.  Appointments  should  be  made  for  Individual  doctors,  not  by 
clinic,  or  by  blocks  of  patients,  except  in  purely  routine  clinics, 
such  as  obstetric  follow-up. 

I.  Self- referral  by  patients  to  specialty  clinics  should  be 
encouraged,  especially  if  there  Is  a known,  previously  Identified 
problem.  CAS  clerks  can  help  screen  and  guide  patients  for  this 
purpose.  If  properly  trained  by  clinic  personnel. 

J.  Hours  of  operation  of  the  CAS  should,  as  a minimum,  extend 
from  0700  to  1900  hours,  Monday  through  Friday,  unless  local  ex- 
perience suggests  otherwise.  On  Saturday,  hours  of  0800  to  1200 
are  suggested. 

k.  Patient  cancellations  will  average  5-10%. * Every  effort 
should  be  made  to  match  standby  appointment  requests  with  cancella- 
tions. The  use  of  chalk  boards  in  CAS  room  will  facilitate  filling 
late  cancelled  appointments. 

l.  Appointment  workload  forecasts  should  be  furnished  to  the 
Chief,  Clinic  Nursing  Section,  for  clinic  staffing  purposes. 

m.  The  Importance  of  being  prompt  in  seeing  scheduled  patients 
should  be  emphasized.  Patients  with  appointments  should  be  given 
precedence  over  non-emergency  walk- In  patients. 
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13,  Operating  policy  outline  for  a CAS.  A written  policy  and  pro- 
cedure guide  for  a CAS  should  be  developed,  using  the  following 
outline. 

a.  Purpose. 

b.  Definitions. 

c.  General  policies. 

d.  Specific  procedures: 

(1)  Preparation  of  clinic  and  doctors*  schedules. 

(2)  Revision  of  schedules,  temporary  and  permanent,  including 
lead  time  required. 

(3)  How  to  make  an  appointment;  form  to  use. 

(4)  How  to  cancel  an  appointment. 

(5)  When  to  close  appointments. 

(6)  Routing  and  disposition  of  appointment  schedule  forms. 

(7)  Routing  and  disposition  of  appointment  forms  or  lists  (to 
the  Outpatient  Medical  Records  Section,  X-ray,  Patient  Administration 
Branch,  etc.) 

(8)  How  to  handle  short-lead-time  appointments  (after  appoint- 
ments closed). 

(9)  How  to  handle  long-lead-time  appointments  (over  two  months). 

e.  Responsibilities  of  chiefs  of  Administrative  Services,  Pro- 
fessional Services,  Departments,  Clinics,  and  CAS. 

f.  Responsibilities  of  clinic  receptionists  and  secretaries, 
especially  concerning  late  cancellation,  no-shows,  walk-ins,  and 
other  data  collection  tasks, 

g.  References. 

h.  Appendices:  examples  of  forms  used. 


Users  are  invited  to  send  comments  and  suggested  improvements 
to  CDR,  HSC,  ATTN:  HSC-PA-A,  Fort  Sam  Houston,  TX  78234. 
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APPENDIX  A 

APPOINTMENT  INTERVALS  . 
(New 'Patient/Return  Visit) 


Clinic 

DoD 

Standard^ 

Rosenfeld 

Standard^ 

Hospital 

a3 

Hospital 

Hospital 

Hospital 

Family  practice/ 
general  OPC 

15 

15/15 

15/15 

30/30 

15/15 

Internal  Medicine 

30 

30-45/15 

45/30 

45/30 

Gastroenterology 

30 

45-30 

30/30 

Hematology 

30 

60/30 

30/15 

Endocrlne/metabollc 

30 

30/30 

60/15 

Pulmonary  disease 

50 

30/15 

Neurology 

50 

60/15 

30/15 

60/30 

Dermatology 

15 

13/13 

15/15 

20/20 

30/30 

15/5 

Allergy 

40 

15/5 

30/20 

60/30 

60/15 

60/15 

General  surgery 

20 

20/15 

15/15 

12/12 

15/15 

15/15 

Orthopedic 

20 

20/15 

30/15 

15/15 

15/15 

Podiatry 

20 

15/15 

15/15 

15/15 

30/15 

Urology 

20 

20/15 

15/15 

30/30 

15/15 

Plastic  surgery 

30 

20/10 

20/20 

Opthalmology 

20 

15/15 

30/30 

30/30 

Optometry 

30 

30/30 

30/30 

30/30 

20/20 

ENT 

20 

20/15 

15/15 

20/15 

Pediatric (general) 

15 

20-30/15 

15/15 

10/10 

15/15 

Obstetrics 

15 

20/10-15 

15/15 

Gynecology 

20 

20/15 

15/15 

20/20 

15/15 

>•  2.  3.  notes 


68 


Annex  B 
APC  Model  #1 


ANNEX  B 

MANAGEMENT  INDICATORS 
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The  following  management  Indicators  can  be  used  to  evaluate  the 
effectiveness  and  efficiency  of  a central  appointment  system. 

Local  modification  may  be  required  to  take  Into  account  unique 
characteristics  of  a given  CAS  or  Its  operating  environment. 

1.  Waiting  time  for  appointments  (appol-tment  backlog)  should 
not  exceed  10  working  days. 

2.  A minimum  of  70  percent  of  all  outpatient  visits  should  be 
appointed  at  least  some  time  In  advance  of  arrival  at  the  clinic. 

3.  Each  clinic  should  be  able  to  book  appointments  at  least  six 
weeks  In  advance.  If  requested  by  health  care  providers. 

4.  Each  primary  care  clinic  with  dally  sessions  should  be  able  to 
handle  "modified  walk-ln"  appointments  for  the  same  day. 

5.  All  appointments  should  be  for  Individual  health  care  providers, 
except  for  mass  routine  clinics,  such  as  routine  prenatal  clinics. 


6. 

7. 


All  follow-up  appointments  should  be  made  via  the  CAS. 
The  cancellation  rate  should  not  exceed  10  percent. 


(Cancellation  rate 


No.  patients  who  cancel  ^ 
No.  appointments  made 


8.  The  no-show  rate  (patients  who  do  not  keep  appointments  without 
prior  cancellation)  should  not  exceed  five  percent. 


(No-show  rate 


No.  patients  who  do  not  show  up  . 

No.  appointments  made  ' 


9.  Each  clinic  should  provide  written  Instructions  of  SOPs  for 
each  appointment  clerk. 

10.  The  busy  signal  rate  for  telephone  calls  to  the  CAS  should  not 
exceed  6 percent. 


11.  The  length  of  an  average  appointment  transaction  via  telephone 
should  not  exceed  2.5  minutes. 

12.  The  average  length  of  all  telephone  calls  to  the  CAS,  including 
those  for  confirmation  or  Information  should  not  exceed  2.0  minutes. 
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13.  A mlnloun  of  80  percent  of  patients  surveyed  by  periodic 
questionnaire  or  other  opinion  Instrutsent  should  be  of  the  opinion 
that  the  CAS  works  well. 

14*  A mimlmun  of  90  percent  of  the  professional  staff  surveyed 
by  periodic  questionnaire  or  other  means  should  have  a generally 
favorable  opinion  about  the  effectiveness  and  efficiency  of  the 
CAS. 

15.  Clinic  personnel  should  spend  less  than  10  percent  of  their 
tine  In  appointment-making  duties. 
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ANNEX  C 

SPECIAL  REQUIREMENTS 


1.  Small  Medical  Treatment  Facilities  (MTFs). 

a.  Rotating  file  equipment  such  as  Acme  Visible  Records'  CENTRACs 
may  not  be  appropriate  for  small  MTFs,  although  rotating  tables 
containing  Just  two  tubs  for  large  schedule  forms  are  available 

from  both  Acme  Visible  Records  and  from  VISIrecord  Systems  (see 
paragraph  6a.)  A two-posltlon  CENTRAC  is  available  from  Acme 
Visible  Records . 

b.  An  Automatic  Call  Distribution  System  is  not  appropriate  for 
small  MTFs.  Ordinary  key  system  telephone  equipment  may  be  adequate 
for  the  smallest  facilities,  although  a modified  key  system,  such  as 
the  GTE  Automatic  Electric  Company's  Call  Intercept  and  Transfer 
System,  or  the  Bell  System's  4A  Call  Distributing  System  should  be 
considered  for  somewhat  larger  MTFs.  Before  a final  decision  is 
made  concerning  what  type  of  telephone  system  to  install,  and 
whether  it  should  be  leased  or  purchased,  coordination  should  be 
made  with  the  installation  cosonunications-- electronics  (C-E)  officer. 

2.  Computer — Supported  Central  Appointment  System. 

a.  In  general,  in  a computerized  CAS  the  hospital  or  installation 
Data  Processing  Branch  will  automatically  .produce  individual 

punched  cards,  pre-printed  for  each  appointment  interval  for' each 
doctor  or  other  principal.  The  CAS  clerks  should  use  these  cards 
to  make  appointments,  entering  in  pencil  the  patient's  name,  SSAN, 
and  other  date  such  as  that  listed  in  paragraph  6a(5).  Completed 
cards  must  then  be  keypunched  (it  is  preferable  to  have  this  done 
by  CAS  keypunch  operators,  or  CAS  clerks  cross-trained  as  keypunch 
operators,  in  order  to  speed  processing  and  to  reduce  error  rates.) 

As  late  as  possible  prior  to  the  day  of  appointment  the  cards  should 
be  delivered  to  the  Data  Processing  Branch,  which  prepares  computer 
printouts  of  appointment  lists  for  doctors  or  other  principals  and 
clinics,  and  duplicate  cards  to  be  used  as  charge-out  documents  in 
the  Outpatient  Medical  Record  Section  and  the  Radiology  Service. 

b.  CAS  keypunch  operations  require  a separate  room,  which  should 
be  sound-proofed  to  the  maximum  extent  feasible  If  placed  adjacent 

to  the  CAS  office. 
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BRIEFING 
ON  THE 

CENTRAL  APPOINTMENT  SYSTEM 

15  JUNE  1976 


BRIEFING  ON  CENTRAL  APPOINTMENT  SYSTEM 


The  purpose  of  this  briefing  Is  three-fold: 

4 

1.  To  review  observations. made  during  the  past  year  by  the  Army  Audit 
Agency  and  Health  Services  Command  Inspector  General  concerning  deficiencies 
of  hospitals  in  complying  with  OTSG  and  command  guidance  for  the  utilization 
of  the  Central  Appointment  System  (CAS). 

2.  To  review  the  historical  events  by  which  the  CAS  was  imposed  upon 
hospitals  and  to  identify  what  are  considered  to  be  major  errors  of  the 
Implementation  process  which  serve  as  the  basis  for  continuing  problems  of 
inadequate  compliance  with  the  CAS  guidance. 

3.  To  recommend  changes  in  official  guidance  for  the  utilization  of  the 

CAS. 

AAA  COMMENTS  ON  CAS 

During  the  period  of  January  1975  to  November  1975  the  US  Army  Audit  Agency 
conducted  an  audit  of  the  management  of  CONUS  Medical  Services  to  determine  how 
effectively  and  efficiently  the  US  Army  Health  Services  Command  used  its 
resources  in  providing  health  care  in  CONUS.  Audit  work  was  performed  at  hQ. 
HSC,  and  at  seven  medical  treatment  facilities.  As  a result  of  that  audit, 
a major  finding  was  rendered  which  stated:  "Objectives  and  guidance  were  well 
defined  for  developing  a Central  Appointment  System  (CAS)  at  each  MTF^  but 
performance  criteria  did  not  provide  accurate  assessment  of  achievements  or 
details  on  problem  areas.  MTFs  experienced  implementing  and  operating 
problems.  The  most  significant  and  recurring  problems  outlined  in  the  report 
were: 

a.  Continued  reliance  on  decentralized  appointment  systems  that  either 
duplicated  CAS  or  assumed  workload  applicable  to  CAS. 
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b.  The  low  percentage  of  appointments  made  through  CAS  because  of  Che 
small  number  of  clinics  participating  or  the  limited  time,  practitioners  made 
available  for  CAS  appointments. 

c.  Cancellation  of  many  appointments  because  practitioners  changed  their 
schedules." 

Based  on  their  observations  which  resulted  in  the  finding,  the  US  Army 
.,Audit  Agency  made  the  following  recommendations: 

a.  Expand  reporting  requirements  to  Include  the  percentage  of  CAS 
appointments  to  total  appointments;  also  require  marginal-performing  KTFs 

to  submit  special  reports  stating  their  specific  problems  and  the  actions  planned 
by  them  to  overcome  the  problems. 

b.  As  problems  are  reported  by  MIFs,  assess  the  need  to  identify  and 
assign  use  staff  assistance  and/or  resources  to  either  quickly  resolve  the 
problems  or  to  manage  the  actions  required  over  a long-term  effort  to  resolve 
the  problem. 


As  an  added  item  of  interest  the  original  report  submitted  by  the  Audit  Agency, 
which  was  not  adopted  in  the  final  analysis,  offered  the  following  summary: 

"We  believe  that  rather  than  broad  near  compliance  with  CAS  that  a plateau 
has  been  reached  at  partial  and  inefficient  operations.  Further  progress 
appears  to  hinge  upon  the  course  taken  by  HSC  management.  Probably  the  wisest 
course  to  pursue  is  to  acknowledge  the  system's  faults  and  to  Increase  com- 
mand pressure  for  Implementation,  improvement  in  operations  and  concept 

) 

acceptance  while  at  the  same  time  accelerat!f.ng  the  search  for  and  evaluation 
of  alternatives  to  the  present  CAS  concept.^' 

( 


HQ  HSC  IG  COMMENT/  ON  CAS 


In  a memorandum  for  the  Chief  of  Staff  datld  23  ^tarch  1976  the  Command  Inspector 
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General  noted  major  problems  connected  with  the  management  and  operation  of 
a C^S  as  outlined  in  HSC  Regulation  40-4  and  the  1976  ARC  Program  Document, 

His  observations,  based  on  review  of  reports  rendered  between  March  1973  and 
February  1976,  were  as  follows; 

1.  Clinics  on  CAS  were  utilising  a dual  appointment  system  to  include: 

a.  Clinic  scheduling  of  all  return  visits. 

b.  Clinic  scheduling  of  all  appointments  for  special  procedures  such  as 
proctoscopy. 

c.  Subspecialty  scheduling  of  appointments  for  special  categories  of 
patients  such  as  cardiac  patients. 

2.  All  non-exempt  clinics  had  not  been  placed  on  the  CAS  and  no  request 
for  exemption  had  been  submitted  to  HSC. 

3.  CAS  lacked  adequate  policies  in  areas  such  as: 

a.  Scheduling  of  patients  for  special  procedures. 

b.  Providing  available  non-appointed  time  for  clinic  physicians  to 
effectively  manage  emergent  or  urgent  walk-in  ‘<and  referrals.  This  lack  of 
free  time  results  in  excessive  waiting  time  for  appointed  patients  when 
walk-in  or  referral  load  is  heavy. 

4.  Cancellation  by  individual  physicians  or  clinic  chiefs  of  scheduled 
clinics  or  changes  in  scheduled  hours,  without  timely  notification  of  the  CAS. 
Less  than  a five-day  notification  to  CAS  of  changes  to  scheduled  clinics  or 
appointment  times  places  an  undue  burden  on  the  appointment  clerks  who  must 
attempt  to  contact  and  reschedule  appointed  patients. 

3.  Lack  of  evidence  that  clinic  schedules,  physician  availability  and 
appointment  waiting  times  were  being  monitored  by  the  key  MEDDAC/MEDCEN 


personnel  responsible  for  the  overall  management  of  patient  care. 

The  Inspector  General's  overall  observation  was  that,  "the  success  or  failure 
of  a CAS  is  not  solely  a function  of  availability  of  adequate  resources.  The 
willingness  of  the  command  and  patient  care  providers  to  accept  the  concept  of 
CAS  as  a means  of  improving  accessibility  to  the  delivery  system  is  essential. 
Without  this  willingness  there  is  little  or  no  provider  motivation  to  communi- 
cate their  requirements  to  the  CAS  supervisor.  Identify  to  management  the 
obstacles  to  successful  operation  of  the  system,  or  cease  circumventing  CAS 
with  the  dual  appointment  system." 

These  findings  have  a familiar  ring  and  remind  us  that  similar  observations 
were  made  in  the  Comptroller  of  the  Army  analysis  of  the  CONUS  Outpatient 
Care  Systems  (COCAS)  conducted  during  the  spri^ng  of  1972.  Why  is  it,  then, 
that  after  four  years  of  administrative  pressure,  many  physicians  have  not 
yet  accepted  the  CAS  as  an  effective  and  superior  mechanism  for  scheduling 
patient  appointments?  This  lack  of  acceptance  obviously  is  the  underlying 
cause  for  the  partial  or  non-compliance  noted  by  the  Army  Audit  Agency  and 
the  Command  Inspector  General. 

The  answer  lies  in  the  way  the  Army  Medical  Department  went  about  implementing 
the  CAS.  A brief  recounting  of  the  historical  events  and  the  associated 
errors  is  necessary  if  one  is  to  gain  insight  as  to  why  so  many  physicians 
still  oppose  the  CAS. 

As  far  as  can  be  determined,  AR  40-4  and  OTSG  Regulation  10-2  contained  directions 
for  the  use  of  a CAS  as  far  back  as  1967.  We  cannot  determine  who  was 
responsible  for  this  action,  what  the  experience' with  CAS  was  of  the  individual 
or  individuals  who  had  the  requirement  placed  in  the  regulation,  and  upon  what 


evidence  of  superiority  the  CAS  requirement  was  based.  Needless  to  B&y, 
efforts  and  progress  during  the  next  four  years  were  far  from  optimal,  and 
some  hospitals  seemingly  completely  ignored  the  requirement.  OTSG  appears 
to  have  been  concerned  about  this,  and  there  might  even  have  been  emerging 
doubts  as  to  whether  the  CAS  yas  the  right  way  to  go,  because  In  January  1972, 
that  office  directed  the  Health  Care  Studies  Division  to  prepare  a protocol 
for  studying  the  advantages  and  disadvantages  of  CAS  versus  decentralized 
appointment  systems.  So  here  we  see  both  mechanisms  for  making  appointments 
receiving  fair  and  equal  consideration.  In  April  1972,  the  Health  Care 
Studies  Division  forwarded  to  OTSG  a protocol  entitled  "A  Study  of  Appointment 
Scheduling  Control  for  Outpatients." 

The  OTSG  multi-directorate  Health  Care  Research  Advisory  Board  approved  the 
protocol  In  July  1972  but  directed  that  it  be  modified  to  restrict  the  effort 
to  determine  the  most  effective  and  efficient  method  of  operating  a Central 
Appointment  System.  This  was  the  first  major  mistake.  If  the  study  had  been 
allowed  to  look  at  both  centralized  and  decentralized  systems,  the  usefulness 
of  the  latter  system  for  certain  types  of  appointments  would  have  received 
equal  consideration  with  the  advantages  of  the  CAS.  Why  OTSG  made  such  an 
about-face  Is  unknown,  but  it  seems  highly  unlikely  that  It  was  on  the  basis 
of  any  studies  conclusively  proving  the  superiority  of  the  CAS.  It  may  be 
that  OTSG  experienced  Inexorable  pressure  from  the  Chief  of  Staff  of  the  Array 
to  enforce  the  CAS  requirement  which  the  Army  Medical  Department  had  placed  in 
the  regulation  several  years  earlier. 


So  now  we  must  turn  briefly  to  the  COCAS  study,  the  analysis  of  our  CONUS 
Outpatient  Care  System  conducted  by  the  Comptroller  of  the  Army,  and  which 
influenced  the  Chief  of  Staff,  Army.  Following  a Comptroller  of  the  Army 


(COA)  presentation  of  The  Surgeon.  General  Conunand  lAnaiysis  on  19  April  1971 
to  the  Vice  Chief  of  Staff,  Army,  the  latter  directed  the  Comptroller  of  the 
Army  to  analyze  the  workload  at  outpatient  clinics  at  some  of  the  larger  posts 
to  determine  management  practices  which  might  be  useful  In  improving  overall 

• i 

efficiency.  The  study  was  deferred  until  15  February  1972,  and  was  conq>leted 
by  the  end  of  May  of  the  same  year. 

llie  qualifications  of  the  COA  surveyors  in  the  field  of  health  care  delivery 
are. unknown  but  it  likely  is  a valid  assumption  that  they  were  not  experienced 
xn  the  professional  aspects  of  health  care  delivery  and  in  particular  had  no 
personal  experience  with  either  centralized  or  dec(sntrallzed  patient  appoint- 
ment systems.  During  the  briefing  on  the  COCAS  study,  given  to  the  Vice  Chief 
of  Staff  on  2 June  1972,  it  was  stated  that  "no  attempt  was  made  to  assess 
the  professional  aspects  of  patient  care  management."  The  intentional  ignoring 
of  such  an  important  aspect  of  the  health  delivery  system  raises  serious 
questions  about  the  overall  validity  of  the  conclusions  of  the  study.  By 
design  the  study  was  intended  to  evaluate  only  efficiency,  management  practices, 
and  resources  use. 

The  COA  surveyors  determined  that  "specialty  chiefs  and  specialists  dislike 
the  idea  of  committing  themselves  to  such  a structured  system  as  would  exist 
with  central  appointments.  They  argue  that  their  flexibility  to  adjust  their 
own  schedules  to  suit  their  and  their  patients'  needs  would  be  lost.  The  current 
appointment  system  tends  to  accommodate  this  view  and  results  in  the  operation 
of  two  appointment  systems."  Nowhere  is  there  to  be  found  an  in-depth  presenta- 
tion and  careful  analysis  of  the  professional  considerations  underlying  the 
desire  of  specialty  physicians  to  control  at  least  certain  types  of  appointments. 
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This  Is  so  because  the  surveyors  by  their  own  design  chose  not  to  evaluate  any 
of  the  professional  requirements  that  nust  be  considered  for  any  appointment 
system  which  balances  the  legitimate  professional  requirements  of  the  physicians 
against  the  legitimate  service  needs  of  the  patients. 

In  their  questionnaire  responses  to  the  surveyors,  the  physicians  identified 
various  factors  which  caused  them  to  be  dissatisfied.  Some^  of  these  factors 
were:  i 

Insufficient  ancillary  personnel 
Inefficiency  of  ancillary  personnel 
Insufficient  professional  personnel 
Archaic  facilities 

A very  elementary  analysis  of  such  factors  shows  chat  they  are  quite  capable 
of  reducing  physician  productivity.  Reduced  physician  productivity  leads  Co 
Increased  waiting  time  for  patients  in  attendance  at  clinic  sessions,  and 
extends  the  waiting  time  for  appointments,  new  or  return,  because  of  the  reduced 
number  of  patients  seen  per  clinic  session. 

There  was  no  evaluation  concerning  Che  impact  and  importance  of  these  conditions 
In  contributing  to  the  prolongation  of  waiting  \Clmes  for  patients  and  the  dimin- 
ished availability  of  appointments.  The  lack  of  depth  of  expertise  of  Che  COA 
surveyors  in  the  field  of  health  care  delivery  found  full  expression  in  their 
sum  total  of  two  recommendations  concerning  appointments,  namely,  (1)  Standardize 
appointment  systems  Army-wide  by  following  Army  policy,  and  (2)  Place  complete 
control  of  this  system  under  Chief,  Department  of  Clinics. 

Thus  it  was  that  the  Chief  of  Staff  of  the  Army,  acting  upon  the  recommendation 
of  management  surveyors  who  were  not  experienced  in  the  field  of  health  care, 
published  a memorandum  on  20  July  1972  in  which  TSG  was  directed  to  "prepare  a 


letter  to  appropriate  installation  commanders  requiring  appointment  systems 
%d.thin  hospitals  to  be  standardized  and  centralized  under  the  Department  of 
Clinics  by  a specified  date  as  required  by  AR  40-4.  Exceptions  to  this  policy 
will  be  granted  only  on  an  individual  basis  upon  formal *appllcatlon  by  the 
MEDDAC  commander  through  command  channels  to  TSG."  During  August  and 
September  all  hospitals  were  notified  to  Implement  a CAS  which  was  to  be  under 
the  control  of  the  Chiefs  Department  of  Clinics. 

The  CAS  study  was  completed  by  the  Health  Care  Studies  Division  in  January 
1973.  The  study  did  noC  have  to  defend  the  superiority  of  the  CAS,  because 
a bureaucratic  pronouncement  had  already  designated  the  CAS  as  the  system  of 
choice.  The  study  slnq>ly  outlined  the  methods  to  be  followed  in  establishing 
new  CAS  or  upgrading  those  already  in  existence. 

A TSG  assessment  team,  visiting  eight  hospitals  in  February-March  1973,  found 
that  none  were  in  full  compliance  with  published  directives.  Similar  findings 
«rare  made  by  a special  DAIG  assessment  team  which  visited  eleven  hospitals  in 
March-April  1973.  In  response  to  these  findings  H()DA  Letter  40-73-1,  Guidelines 
for  Central  Appointment  System,  was  Issued  on  15  May  1973.  The  material  contained 
therein  was  developed  from  the  information  contained  in  the  study  completed  by 
the  Health  Care  Studies  Division. 


A little  over  a year  later,  because  of  continuing  Inadequate  compliance,  HQDA 
(Adjutant  General)  again  Issued  a letter,  40-74-10,  dated  1 August  1974,  admon- 
ishing hospitals  to  cosqily  with  published  directives  concerning  the  operation 
of  a CAS. 


THE  HEART  OF  THE  PROBLEM  OF  NON-COMPLIANCE 
Noncompliance  is  still  prevalent  because  of  the  manner  in  which  the  Army  Medical 
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Department  has  handled  its  physicians  and  because  time  and  experience  have  proven 
that  the  CAS  model  was  developed  with  defects  in  it.  From  the  standpoint  of 
physicians,  there  has  been  widespread,  but  not  universal,  adversary  relationship 
from  the  beginning  between  specialty  physicians  and  those  who  sought  to  impose 
the  CAS  upon  them.  No  effort  was  ever  made  to  win  over  the  physicians  by 
presenting  to  them  persuasive  data  derived  from  a well  run  pilot  program  or 
a fair  and  Impartial  study  of  centralized  vs  decentralized  systems.  No  attempt 
was  made  to  present  a reasoned  treatise  to  the  physicians  explaining  how  they 
and  their  patients  could  benefit  from  the  CAS.  The  physicians  have  not  been 
treated  as  equal  partners  In  the  declslon-maklng  process,  and  their  arguments, 
based  on  what  they  believe  to  be  sound  professional  considerations,  have  been 
largely  Ignored.  Those  factors  considered  really  Important  by  physicians  for 
Increasing  their  productivity,  namely,  adequate  numbers  of  competent  ancillary 
personnel  and  adequate  clinic  facilities,  remain  to  varying  degrees  unmet, 
and  yet  we  hammer  away  at  the  physicians  for  not  being  on  the  CAS.  VIhat  nust 
we  think  about  this  situation  in  contributing  to  the  retention  of  physicians 
in  the  Army? 

Requiring  the  appointments  of  specialty  physicians  to  be  centralized  under  the 
control  of  the  Chief,  Department  of  Clinics,  was  undoubtedly  a major  psychological 
blunder.  Specialists  in  general  have  tended  to  look  down  on  the  Department  of 
Clinics,  whose  physicians  traditionally  have  not  been  granted  inpatient  care 
privileges.  The  Department  of  Clinics  physicians  usually  are  not  as  well 
trained  as  specialty  physicians,  and  therefore  are  not  accepted  Into  the  inner 
circle.  Appointments  are  the  very  foundation  of  specialty  ambulatory  care,  but 
arc  of  no  major  consequence  in  most  of  the  activities  conducted  by  the  Department 
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of  Clinics.  To  perceive  giving  up  control  of  something  as  important  as 
appointment  scheduling  to  a department  regarded  as  professionally  inferior  is 

a situation  which  many  specialists  have  been  unable  to  accept. 

( ' 

Physicians  have  not  generally  been  confronted  with  a high  degree  of  expertise 

I i ' 

on  the  part  of  those  individuals  entrusted  to  manage  the  CAS.  Often  these 
are  company  grade  MSCs  with  field  grades  here  and  there.  Many  of  the  MSCs 
have  had  no  previous  experience  with  CAS,  and  yet  are  pushed  into  the  front 
-lines  of  management  of  a very  complex  and  difficult  system.  The  only  thing 
most  MSCs  know  about  running  a CAS  is  what  they  read  in  the  model.  We  have 
never  developed  a training  course  for  potential  CAS  managers,  so  the  MSC 
officers  are  hardly  to  blame  for  their  lack  of  skill.  Little  wonder  then  that 
physicians  may  feel  reluctant  to  entrust  their  appointment-making  system  to 
Junior  MSC  officers  who  lack  the  credentials  necessary  to  qualify  them  as 
experts  In  this  field.  ' 

Amplifying  the  ill  effects  of  what  may  be  less  than  adequate  MSC  management 
is  the  repetitive  turnover  of  the  managers  themselves.  The  officers  may  be 
serving  their  first  tour  on  active  duty  or  may  be  assigned  with  no  previous 
exposure  to  the  CAS  and  its  complexities.  The  CAS  is  much  too  important  an 
operation  to  be  managed  in  this  manner,  and  we  can  anticipate  the  possibility 
of  continuing  doubts  on  the  part  of  physicians  until  the  CAS  are  managed  by 
expert,  stabilized  managers. 

The  prime  ingredient  for  success  of  a CAS  is  a hospital  commander  who  is 
convinced  of  the  system's  superiority  and  uses  his  persuasive  enthusiasm  to 
influence  his  physicians  to  make  a whole-hearted  commitment  to  the  CAS.  Yet 
arnung  this  very  important  group  of  physicians  it  'is  difficult  to  find  many 
who  are  completely  convinced  of  the  supremacy  of  the  CAS.  As  a matter  of 
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fact,  soffl«  of  whom  we  may  consider  our  best  and  strongest  commanders  are 
openly  opposed  to  the  CAS.  Why  have  we  not  been  able  to  convince  these  leaders 
that  the  CAS  Is  best? 

Another  factor  which  the  CAS  study  and  the  CAS  model  did  not  accurately  gauge 
was  the  effect  of  the  infusion  every  year  into  our  hospitals  of  a significant 
number  of  new  speciality  physicians  fresh  from  the  civilian  setting  which 
often  may  include  making  appointments  through  decentralized  means.  Every  year 
we  have  to  go  to  the  mat  with  these  doctors,  and  order  them  to  cooperate  with 
the  CAS,  and  about  the  time  they  have  developed  a symbiotic  relationship  with 
the  CAS  they  are  ready  to  leave  the  Arn^  and  we  start  all  over  again  with 
their  replacements.  That  many  of  these  physlciaps  come  from  hospitals  without 
CAS  is  considered  to  be  a valid  assumption  based  on  an  extensive  review  of 
hospital  administration  literature.  There  is  an  absolute  dearth  of  articles 
concerning  the  use  of  CAS  by  civilian  hospitals.  Since  it  is  a common  tendency 
to  publish  articles  on  prominent  successes,  one  is  led  to  wonder  why  the  litera- 
ture is  not  replete  with  articles  extolling  the  virtues  of  the  CAS  if  it  is  in 
fact  so  superior.  Certainly  it  is  a fact  that  the  American  Hospital  Association 
has  never  made  any  official  pronouncement  about  central  appointment  systems. 

It  must  be  perplexing  to  physicians  coming  into  the  Army  as  to  why  so  much  stress 
is  placed  on  the  CAS  when  they  have  seen  so  much  less  emphasis  on  it  in  their 
own  civilian  milieu.  In  summary  on  this  point,  the  Army  Medical  Department 
should  stop  trying  to  drive  physicians  onto  the  CAS  because  it  is  a losing 
cause.  Better  the  Army  Medical  Department  should  try  to  lead  physicians  onto 
the  CAS  through  the  development  of  a treatise  which  may  win  over  the  physicians 
and  cause  them  to  be  willing  coworkers  with  the  CAS.  If  we  are  to  be  fair  with 
physicians  we  should  see  to  it  that  the  CAS  survives  because  of  its  inherent 
merits,  and  not  because  it  has  been  given  a position  made  impregnable  by 
administrative  decree. 
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DEFICIENCIES  OF  THE  CAS  MODELS 


When  they  were  written,  the  models  incorporated  information  from  the  study  of 
the  Health  Care  Studies  Division,  They  represented  an  honest  and  diligent 

f 

effort  to  assist  hospitals  in  developing  or  improving  a CAS.  Since  the  pro- 
nouncement had  already  been  handed  down  that  physicians  would  make  their 
appointments  through  a CAS,  the  model  tended  to  ignore  some  fundamental  con- 
siderations which  likely  would  have  been  examined  if  a study  had  been  carried 
out  comparing  centralized  and  decentralized  appointment  systems.  Because  clinic 
physicians  as  a whole  had  been  excluded  from  the  decision  to  adopt  CAS,  so  also 
the  models  tended  to  ignore  the  professional  arguments  of  specialty  physicians, 
and  adopted  a simplistic  lumping  together  of  all  types  of  appointments.  The 
models  did  not  mandate  that  a CAS  must  provide  service  to  both  physicians 
and  patients  which  is  comparable  or  superior  to  the  service  already  provided 
by  the  decentralized  mechanism.  It  was  simply  assumed  that  such  would  be  the 
case.  The  model  did  not  accede  to  the  rights  of  the  physicians  to  define  the 
requirements  which  the  CAS  must  meet  in  order  to  provide  an  effective  appoint- 
ment procedure  for  various  kinds  of  visits  and  then  require  the  unequivocal 
assurance  from  the  CAS  managers  that  the  CAS  could  indeed  fully  meet  the 
professional  requirements.  The  models  did  not  require  evidence  from  the  CAS 
managers  of  unused,  residual  capacity  in  the  CAS  before  any  new  clinics  are 
placed  on  It.  There  was  a serious  lack  of  emphasis  on  the  critical  importance 
of  ongoing  trend  analysis  of  the  ability  of  the  trunk  lines  to  handle  the 
telephone  traffic.  With  the  CAS  acting  as  a funnel  through  which  all  telephonic 
appointment  traffic  flows,  it  is  not  difficult  at  all  to  foresee  CAS  becoming 
completely  overwhelmed  while  people  who  do  not  understand  the  problem  stand  by 
demanding  that  more  clinics  be  placed  on  the  CAS  in  order  to  meet  the  require- 
ments of  published  Army  directives. 


The  models  did  noC  credit  the  effect  of  CAS  clerks  absenteeism,  due  to  sickness, 
annual  leave,  or  whatever  else,  and  the  malignant  impact  that  this  causes 
when  we  place  all  of  our  eggs  in  one  basket  and  then  drop  it  through  insufficient 
staffing  of  the  CAS.  Hire  lags  and  inadequate  civilian  personnel  authorizations 
for  the  total  work  force  requirement  of  the  hospital  ‘add  their  pernicious 
effects  to  those  causetf  by  illness  and  annual  leave.  Since  the  CAS  does  act 
as  a true  funnel  for  telephone  traffic,  it  must  be  fully  staffed  at  all  times 
or  else  It  poses  the  real  possibility  of  becoming  a ma.for  impediment  to  the 
effective  processing,  of  appointment  requests.  Unless  the  Array  Medical  Depart- 
Bient  can  guarantee  every, commander  the  ability  to  acquire  full  and  continuous 
staffing  of  the  CAS»  including  a pool  of  reserve  CAS  clerks  who  can  be  pulled 
in  on  a moments  notice.  It  would  do  well  to  concentrate  less  on  pushing 
physicians  for  more  compliance  with  the  CAS  and  bend  its  efforts  instead 
toward  developing  mechanisms  that  can  assure  having  CAS  fully  staffed  at  all 
times  and  also  operated  correctly  and  effectively  by  stabilized  CAS  managers 
who  really  know  what  they  are  doing. 

The  models  badly  underestimated  the  time  spent  by  many  CAS  In  providing 
information  which  does  not  lead  to  the  making  of  an  appointment.  One  of  the 
basic  concepts  of  the  CAS  is  that  It  should  serve  as  a centralized  source  of 
medical  Information.  That  the  people  look  to  it  for  this  purpose  is  highly 
evident  in  the  large  number  of  calls  for  medical  Information  which  are 
received.  These  calls  serve  to  reduce  the  time  available  for  clerks  to 
make  appointments,  and  their  effect  on  the  handling  of  the  sq>pointment  load 
must  be  closely  evaluated  by  managers. 

llie  models  failed  to  predict  that  as  the  physician  staff  declines  in  numbers, 
so  may  the  efficiency  of  the  CAS  decline,  with  efficiency  being  defined  as  the 
number  of  calls  handled  per  clerk  per  day.  The  reason  for  this  is  that  when 


plenty  of  appointments  are  available,  it  takes  very  little  time  to  arrange 
a date  suitable  to  the  patient.  When  appointments  are  scarce,  due  to  a 
diminished  number  of  specialists^ vho  now  also  Bust  direct  significant  time  to 
work  formerly  accomplished  by  general  medical  officers,  nuch  time  nay  be 
spent  explaining  to  patients  why  appointments  are  not  available.  Here,  too, 

, is  a place  where  expert  ntanagement  is  required  in  order  to  advise  the  commander 
'of  the  effect  of  declining  efficiency  and  what  it  portends  for  the  continuing 
ability  of  the  CAS  to  handle  the  total  number  of  telephone  calls  coming  into 
It. 

One  of  the  conclusions  of  the  CAS  study  was  that  the  CAS  promotes  fuller 
utilization  of  available  physician  time.  This  same  theme  about  increasing 
physician  productivity  is  found  in  the  Guidelines  for  Central  Appointment 
System  published  by  HQDA  on  15  May  1973,  and  in  the  AFC  models.  This  con- 
clusion is  not  valid.  It  is  the  control  and  monitoring  mechanisms  used  in 
association  with  a CAS  that  can  lead  to  Improved  physician  productivity,  by 
assuring  physicians  that  their  work  effort  is  known  on  an  individual  basis 
to  the  cononand  element.  These  controls  also  include  rigid  restrictions 
against  the  cancellation  of  appointments  without  approval  from  the  Chief  of 
Professional  Services  or  the  hospital  conmuoider.  Such  controls  are  every 
bit  as  applicable  to  decentralized  appointment  systems,  so  we  should  put  to 
rest  once  and  for  all  the  i^yth  that  use  of  the  CAS  can  improve  physician 
productivity. 

The  bottom  line  for  physician  productivity  is  the  number  of  patients  seen  per 
clinic  session.  We  are  told  that  specialty  physicians  are  seeing  an  increasing 
nufflber  of  same-day  visits  or  walk-ins,  and  this  makes  sense.  Because  of  the 
virtual  disappearance  of  the  general  medical  officers,  we  have  developed 
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screening  and  triage  programs,  such  as  the  AMOSIST  Program,  which  refer 
patients  directly  to  specialists.  This  factor,  coupled  with  specialty 
physician  diversion  into  primary  health  care  formerly  accomplished  by  general 
medical  officers,  their  more  frequent  duty  on  POD  rosters  with  subsequent 
compensatory  time  off  and  their  more  frequent  duty  on  their  own  specialty 
call  rosters,  has  had  a destructive  effect  on  the  time  which  specialists 
can  make  available  for  appointments  in  specialty  clinics.  In  these  times  of 
physician  shortages  and  the  need  to  maximize  physician  productivity,  we  mi'St 
b:  absolutely  certain  that  we  use  an  appointment  system  which  optimally 
supports  flexibility  in  physicians  schedules.  Flexibility  in  the  scheduling 
of  specialists*  work  is  most  likely  the  key  to  our  survival  in  'the  -face  of 
continuing  rigid  physician  shortages. 


THE  AIR  FORCE  APPROACH 

Before  presenting  a recommended  course  of  action,  I want  to  briefly  review  the 
present  position  of  the  Air  Force.  AFM  168-4,  dated  11  November  1974,  para- 
graph 3-2c,  states  the  following: 

"APPOINTMENT  SYSTEM.  OUTPATIENT  TREATMENT  MAY  BEST  BE  REGULATED  BY  A 
COMBINATION  OF  SYSTEMS  PROVIDING  MAXIMUM  PATIENT  ACCESSIBILITY  TO  tHE ' 
LEVELS  OF  CARE  MATCHING  HIS  NEEDS.  USERS  OF  CENTRAL  APPOINTMENT 
SYSTEMS  HAVE  THE  RESPONSIBILITY  OF  SEEING  THAT  EXPEDITIOUS  REFERRAL  FROM 
CLINIC  TO  CLINIC  IS  DISCHARGED  AS  A RESPONSIBILITY  OF  THE  TREATMENT 
FACILITY.  DEPENDING  ON  THE  SIZE  AND  LOCAL  CIRCUMSTANCES,  DROP-IN 
CLINICS,  BLOCK  APPOINTMENTS,  SCHEDULED  "SICK  CALL,"  AND  INDIVIDUAL  APPOINT- 
MENTS, EITHER  ON  A CENTRAL  OR  INDIVIDUAL  CLINIC  BASIS,  MAY  BE  USED  IN  ANY 
COMBINATION  REQUIRED  TO  EXPEDITE  PATIENT  MANAGEMENT  AND  CARE." 

Perhaps  there  is  something  in  the  Air  Force  approach  from  which  we  can  learn. 

The  food  for  thought  here  is  that  the  Air  Force  is  not  spastic  about  the 

process  of  how  appointments  are  made.  It  looks  atv  outcomes,  namely,  "providing 

maximum  patient  accessibility  to  the  levels  of  care  matK:hing  his  needs,"  and 
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"expedite  patient  management  and  care."  How  has  it  come  to  pass  that  a 
sister  service  has  not  enshrined  the  CAS  as  the  mandatory  method  for  making 
most  appointments?  Whatever  the  reason,  the  Air  Force  approach  Is  thought 
provoking. 

U • 

I- 

I ' A RECOMMENDED  COURSE  OF  ACTION 

I 

i It  Is  recommended  that  the  CAS  be  continued  but  that  its  implementation  be 

! 

I modified,  at  least  for  the  present.  There  should  be  no  thought  of  abandoning 

the  CAS  because  It  has  several  very  usefiil  features,  and  likely  has  major 
potential  value  for  helping  us  phase  Into  future  fully  computerised  patient 
scheduling  systems.  However,  after  four  years  of  experience,  we  have  ample 
evidence  that  we  can  make  the  CAS  the  Vietnam  of  the  Army  Medical  Departsient 
if  we  so  desire.  We  also  know  that  we  have  the  power  to  force  a pyrrhlc  victory, 
if  that  is  what  we  want  to  do.  Instead  of  either  of  these  approaches,  the 
following  course  of  action  Is  recommended: 

First  - we  should  declare  at  least  a six-month  and  probably  a one-year 


Bioratorlum,  a "stand-in-place,"  on  the  requirement- for  any  more  appointments 
to  be  added  onto  the  CAS.  This  is  because  we  ne*ed  to  look  a lot  more  closely 
at  Just  how  effective  internal  CAS  operations  actually  are  at  the  present. 

Second  - we  must  come  to  accept  as  a cardinal  principle  that  unless  we  can 

V 

convince  commanders  and  physicians  that  the  CAS  is  superior  and  thus  win  their 
undivided  commitment;  the  continuing  Insistence  on  total  compliance  can  only 
be  devislve,  erosive  of  physician  morale,  and  in’  the  long  tun,  counter  productive 
to  the  long  range  goals  of  the  Army  Medical  Department. 

Tliird  - We  must  seek  to  improve  the  image  of  the  CAS  in  the  eyes  of  the 
physicians  by  helping  it  to  show  what  it  really  can  do  when  operated  contin- 
uously at  optimum  levels  of  efficiency.  We  must  concentrate  on  the  operation 
of  the  CAS  itself  and  at  this  time  suppress  our  concern  about  physician 
non-compliance . 
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Fourth  - we  need  to  develop  « menuel  for  CAS  managere  which  lists  problesis 
common  to  all  CAS  and  how  to  go  about  solving  them.  Additionally,  there  are 
certain  problems  related  to  Institutional  sise,  the  presence  or  absence  of 
computer  support,  and  so  forth,  which  also  should  .be  included  ,ln  the  manual. 
We  need  the  communications  people,  for  exsmple,  to  help  us  define  when  a' CAS 
is  overloaded  from  a traffic  standpoint  and  how  to  recognlze'lt,  so  that  the 
information  can  be  placed  In  the  manual.  The  manual  oust  be  a coi^endium  of' 
what  we  have  learned  about  operational  problems  during  ttie  past  four' years, 
and  what  the  most  experienced  people  recommend  must  be  done  to' successfully.  *' 
cope  with  the  problems  in  order  to  prevent  loss  of  operational  effectiveness. 
We  sorely  need  a more  uniform  system  of  operations  and'  managestent  of  ouir  CAS^ 
rather  than  the  variegated  system  which  is  our  current  inheritance.  ' 

Fifth  > we  need  to  develop  a realistic  solution  to  a problem  which  seems 
almost  Insoluble  but  which  drastically  affects  CAS  operations.  This  problem 
is  CAS  staffing.  We  simply  cannot  go  on  with  the  current  instabilities  of  GAS 
staffing.  Unless  we  can  fully  staff  all  authorized  positions  at  all  times 
with  competent,  well  trained  clerks,  there  can  be  little  hope  of  developing 
that  proficiency  and  capability  %diich  we  hope  will  win  the  physicians* 
commitment.  Ws  have  seen  CAS  staffed  as  low  as  33X  on  some  days  due  to  a 
combination  of  various  factors.  We  have  seen  patients  used  to  staff  a CAS, 
as  well  as  volunteer  personnel.  We  cannot  afford  this  psnny  ante  approach 
to  staffing  a link  which  is  so  critical  between  the  physician  staff  and  the 
community.  We  should  decide  once  and  for  all  that  either  the  CAS  is  going  to 
be  run  correctly  and  optimally,  or  get  out  of  the  business  and  turn  appoint- 
ments back  to  clinics.  How  can  we  ever  hope  to  make  any  sensible  Judgments 

about  the  CAS*  true  capabilities  unless  we  see  to  it  that  they  are  fully 

. \ 

staffed  one  hundred  percent  of  the  time? 


Sixth  - the  Ambulatory  Care  Division  should  vork  with  the  appropriate 
operations  personnel  to  change  the  current  staffing  guide  for  CAS  clerks. 

The  CAS  model  cites  appointments  made  as  the  key  work  factor.  CAS  supervisors 
almost  uniformly  agree  that  it  Is  calls  handled  that  is  the  more  realistic 
work  factor.  Increasingly,  calls  may  not  load  to  an  appointment,  but  in 
handling  such  calls  the  CAS  la  still  performing  sn  important  function  for  the 
hospital  and  for  the  community.  If  inappropriate  calls  for  'information  are 
coming  into  the  CAS.  then  the  hospital  management  experts  should  devise  ways , 
■to  divert  such  calls  to  other  more  appropriate  areas. 

Seventh  - the  Adulatory  Care  Division  should'  rewrite  the  model  on  the 
CAS  to  Incorporate  various  "lessons  learned"  during  the  past  four  years,  and 
to  introduce  certain  basic  principles  not  included  in  the  original  models. 

Ei^th  > the  name  of  the  Central  Appointment  System  should  be  changed  to 
Central  Appointment  Service.  This  is  a psychological  strategem  directed  at 
helping  the  physicians  accept  the  concept  that  the  CAS  exists  as  a service  to 
help  them  improve  their  own  clinic  operations. 

Ninth  - a well-thought-out,  hi^ly  professional  treatise  directed  at 
physicians  should  be  developed.  In  which  the  potential  benefits  of  CAS  support 
are  enumerated.  It  should  not  promise  the  inprobable  or  unlikely,  but  should 
point  out  the  mutual  benefits  which  may  accrue  to  both  physicians  and  patients 
when  physicians  work  in  close  harmony  with  a well  run.  optimally  effective  CAS. 
The  treatise  should  Include  the  concept  that  theite  is  strong  potential  merit  in 
having  every  newly  arrived  physician  who  may  work  In  clinics  personally  visit 
the  CAS  and  receive  a briefing  from  the  CAS  supervisor. 


Tenth  - every  hospital  should  be  required  to  develop  a system  of  accounta- 
bility for  the  individual  productivity  of  each  physician  working  in  the  clinic 
setting.  The  requirement  should  be  explained  to  physicians  as  being  meant 


It  should  be  explained  to 
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them  chat  in  this  day  of  unrelenting  patient  demands  for  appointments  or 
walk-in  care,  we  are  under  close  scrutiny  by  powerful  forces  outside  the  AMBDD 
to  prove  that  we  are  effectively  utilizing  that  most  costly,  and  Increasingly 
scarce  resource,  the  physician.  The  requirement  Is  Intended  to  actually 
assist  the  physicians  who  really  are  giving  their  all  to  help  us  stay  afloat^ 
and  we  can  assure  them  that  In  these  times  nothing  speaks  so  eloquently  as 
hard  facts  based  on  accurate  accounting  figures.  So  physicians  who  are  doing 
their  fair  share'  should  have  nothing  to  resent  from  such  a monitoring  system. 
Physicians  who  may  not  be  contributing  their  fair  share  may  come  to  resenr 
the  system,  because  they  will  be  exposed  and  can  be  properly  dealt  with. 

The  professional  evaluation  of  the  appropriateness  of  each  physlclw's 
productivity  must  be' the  responsibility  of  the  command  section  of  the  hospital. 

Eleventh  - absolutely  rigid  restrictions  must  be  enforced  at  all  hospitals 
on  the  ability  of  physicians  to  cancel  appointments.  Such  restrictions  need 
not  be  unpalatable  to  physicians  if  the  necessity  for  the  requirement  Is 
explained,  and  the  procedure  conducted  with  falness,  understanding,  and 
consnon  sense. 

TVelth  - hospitals  should  be  required  to  use  a standardized  form  for  all 
appointments.  Generally,  this  would  be  expected  to  be  the  form  used  by  the 
CAS.  This  requirement  Is  consistent  with  the  Con^troller  of  the  Army 
recommendation  made  four  years  ago  to  standardise  the  appolntoient  making 
aystem.  Such  atandardlzatlon  should  not  work  against  the  professional  Interests 
of  the  physicians,  and  could  be  helpful  in  the  collection  of  vital  management 
information  data  which  we  urgently  need  to  show  how  we  are  managing  our  scarce 
resources. 

Thirteenth  - we  should  strongly  urge  the  comnanders  to  engage  In  a 


"no-noias-oarreo " session  on  tne  CAb  at  the  Combianders  Conference.  Some  of  these 
commanders  have  been  at  the  front  lines  with  the  CAS  during  the  last  four  years, 
and  their  experience  is  Invaluable.  If  they  do  not  like  the  CAS  they  should  be 
encouraged  to  "tell  It  like  It  is."  What  wl'l  hurt  us^  the  most  is  for  the 
commanders  not  to  tell  us  how  they  really  feel  deep  down  inside  about  the  CAS. 

If  the  truth  hurts,  then  let  It  be  so.  From  whet  the  commanders  say  we  can  learn 
a lot  about  whether  we  can  ever  realistically  expect  Army  physicians  to  be  won. 
over  solidly  as  a group  to  the  conscientious  support  of  the  CAS  concept. 

Fourteenth  - after  a year  of  soul  searching  and  seeking  to  determine  if 
CAS  really  can  be  adequately  staffed  and  expertly  operated,  and  physicians 

I 

can  be  persuaded  that  the  CAS  concept  is  superior,  if  there  is  still  no 
' significant  improvement,  the  Army  Kedlcal  Department  should  go  the  way  of  the 
Air  Force  and  allow  whatever  arrangement  a commander  wants  to  adopt.  However, 
utilization  of  the  CAS  to  the  greatest  practical  extent  should  still  be  consi- 
dered the  desired  norm.  There  should  be  an  admonition  that  no  CAS  can  be 
abolished  without  approval  of  HQ,  HSC,  and  that  such  permission  would 
require  a clear  exposition  of  why  it  would  be  to  the  advantage  of  the  Army 
Medical  Department  and  the  government  to  do  so. 

SUMMARY  OF  RECOMMENDATIONS 

1.  MORATORIUM  OF  UP  TO  A YEAR  FOR  ANY  NEW  APPOINTMENT  ^IDDITIONS  TO  THE  CAS. 

2.  ACCEPT  THE  PRINCIPLE  THAT  UNLESS  THE  UNDIVIDED  COMMITMENT  OF  COMMANDERS 
AND  CLINIC  PHYSICIANS  CAN  BE  OBTAINED,  CONTINUING  DEMANDS  FOR  TOTAL 
COMPLIANCE  WILL  BE  COUNTER  PRODUCTIVE. 

3.  CONCENTRATE  ON  MAKING  THE  CAS  A HIGHLY  EFFECTIVE  OPERATION. 

4.  DEVELOP  AN  OPERATIONS  MANUAL  FOR  CAS  MANAGERS. 

5.  DEVELOP  ABILITY  TO  FULLY  AND  CONTINUOUSLY  STAFF  CAS  WITH  COMPETENT, 

WELL  TRAINED  PERSONNEL. 

6.  CHANGE  THE  CAS  STAFFING  GUIDE  TO  USE  CALLS  HANDLED  AS  THE  APPROPRIATE 
WORK  FACTOR. 

7.  REWRITE  THE  APC  MODEL  ON  THE  CAS  TO  INCORPORATE  LESSONS  LEARNED  DURING 
THE  PAST  FOUR  YEARS. 


8.  CHANGE  NAME  TO  CENTRAL  APPOINTMENT  SERVICE.  \ 

9.  DEVELOP  A TREATISE  WHICH  EXPLAINS  TO  PHYSICIANS  THE  POSSIBLE  BENEFITS 
OF  THE  CAS  TO  THEIR  CLINIC  OPERATIONS. 

10.  REQUIRE  HOSPITAL  COMMAND  ELEMENT  MONITORING  AND  EVALUATION  OF  INDIVIDUAL 
PHYSICIAN  PRODUCTIVITY  IN  THE  CLINIC  SETTING. 

11.  REQUIRE  RIGID  RESTRICTIONS  ON  PHYSICIAN  CANCELLATION  OF  APPOINTMENTS. 

12.  REQUIRE  EACH  HOSPITAL  TO  USE  A STANDARDIZED  FORM  FOR  AJ.L  APPOINTMENTS, 

13.  EXHORT  THE  COMMANDERS  TO  “TELL  IT  LIKE  IT  IS"  AT  THE  COMMANDERS  CONFERENCE 
IN  OCTOBER. 

14.  AFTER  A YEAR,  IF  NO  SIGNIFICANT  PROGRESS,  ADOPT  THE  AIR  F(»ICE  APPROACH  TO 
APPOINTMENTS. 


THE  CAS  EQUATION 

i'  . ■ ■ ' 

PHYSICIAN  EFFICIENT  EFFECTIVE 

COMPLIANCE  -f  CAS  « APPOINTMENT 

(COMMITMENT)  OPERATION  SCHEDULING 
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